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EDITORIAL 


The Medical Profession, Health Insurance, 


and the Medical Schools 


CC RAPID GROWTH of health insurance since World War II has upset tradi- 
tional patterns in American medicine. Relations of practicing physicians 
with medical schools, hospitals, and insurance plans are confused and, in 
places, unfriendly. The attainment of the high purposes of these guardians of 
the nation’s health requires cooperation among them, unhampered by hidden con- 
flicts. Areas of disagreement need analysis and frank discussion. The views to be 
expressed are the purely personal ones of a practicing surgeon who is a part-time 
member of a medical school faculty and a Blue Shield adviser. 


It is hard to define the issues and risky to generalize about them, for there 
is not one medical school; there are over 80, each with different needs and ad- 
ministrative attitudes. The medical profession speaks through national and local 
societies, but these can hardly voice the separate opinions of 200,000 doctors— 
all with individual experience and views. In the insurance field there are some 75 
Blue Shield Plans, many with multiple types of programs, and over 800 commercial 
companies. No one dean, no one doctor, no one Blue Shield administrator can 
speak for all his colleagues. 


The medical schools struggle with special problems in obtaining proper teach- 
ing staffs, in attracting students of fit character and ability, and in getting financial 


support. For these institutions “tight money” did not begin in 1956, but many years 
ago. Each school has tried to reach all available sources of funds; most are short 
of meeting reasonable needs. All are threatened by a falling off in the quality of 


applicants should medicine become a less satisfying profession. 


Reprinted from Surgery, Volume 42, September, 1957. 
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Blue Shield Plans vary widely as to size, financial stability, extent of benefits 
provided, and helpfulness to the profession and the public. Membership growth 
has mushroomed in the past decade; growth has been so fast that adequate consid- 
eration of benefit schedules and of their effect on medical practice has sometimes 
been slighted. That the Plans have not done worse is creditable. And it is to the 
credit of the practicing physicians that, in most areas, they conceived and have 
loyally supported these Plans through a difficult and fast-changing infancy. 


The medical profession itself is in a state of some unrest and change. Well 
documented are strained relations between the doctor and his colleagues, hospitals, 
Blue Shield, medical societies, governmental bodies, specialty boards, and neigh- 
boring medical schools. Group jealousies among men in general practice, internists, 
surgeons, and other specialists are not always beneath the surface. But to recog- 
nize these stresses is not to say that the situation is serious or that radical changes 
should be pushed. The overwhelming majority of doctors continue to care con- 
scientiously for the sick, to protect the well, and to treat their colleagues with con- 
sideration. 


It is no wonder that three surging and heterogeneous agencies of the people’s 
health—the medical schools, Blue Shield Plans, and the practicing doctors—should 
have areas of unhappiness with one another. The doctor is irritated by the necessary 
requirements and inherent limitations of the prepayment plans. He is suspicious 
that Blue Shield will unduly influence the practice of medicine. He finds fee sched- 
ules and benefit patterns that are unrealistic or out of balance because of the per- 
suasive power or undue dominance of particular specialty. groups. Many of his 
complaints and concerns are justified. It is essential that the medical societies keep 
control of Blue Shield development, working through their appointees to Blue 
Shield Boards of Trustees. The societies should assign to these Boards medical 
statesmen, men of highest caliber and broadest view, capable of recognizing and 
resisting unjust demands of narrow groups. 


The doctors also may be apprehensive about trends in hospitals and medical 
schools. Some are increasingly concerned with payments by Blue Shield and in- 
surance companies for services rendered to patients by resident staff physicians. 
Resolutions on this subject have been adopted by local medical societies and national 
organizations. Recently restrictions have been incorporated in public law.* In some 
localities this issue is charged with high emotion. It needs calm evaluation. It brings 
into focus the twofold dilemma of the medical schools: first, they must have patients 
with whom to train the doctors of the future; second, they must not drift further 
into bankruptcy. 


Consider briefly these two problems. The charity patient is fast disappearing, 
in some regions has just about gone. National prosperity and health insurance have 
put the former indigent into the category of the paying patient. This decimation of 
the public ward patient group threatens the residency training system, which is the 
most effective element of modern graduate medical education—threatens it not 
only with deterioration, but annihilation. So the important issue is not so much that 
the schools are sidetracking patients from private practitioners; it is more that the 
ward or service patients formerly available as teaching subjects of the schools are 


*Dependents Medical Care Act of 1956 (Public Law 569—84th Congress). 
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* now paying patients. As a resident surgeon a decade ago I operated upon public 

ward patients who in these days pay, partly through insurance, a customary pro- 
fessional fee for personal or family illness. This is an experience shared by thou- 
sands of physicians. 


The second problem of the medical schools—insufficient funds—is likewise 
getting worse. Solutions may be sought in three directions: first, increasing de- 
pendence on the government, deplored by most of the profession; second, the 
schools might be subsidized by the members of the medical profession and by in- 
dustry through direct donation (this is a useful but thus far inadequate source of 
support); and third, the schools or affiliated hospitals may collect fees for profes- 
sional services rendered in the course of their teaching function. These fees may 
be insurance payments on behalf of patients who were treated free by the university 
hospitals a few years ago. The schools may thus become the beneficiaries of fees 
from patients who apply to university hospitals for care. We must remember that 
patients exercise free choice in seeking treatment under university auspices. 


Where fees are involved there will always be discussion about principle. And 
such discussion may lead to action with far-reaching effects. Consider a challenge 
confronting four hospitals on the eastern seaboard: The Massachusetts General, 
The Grace-New Haven Hospital, The New York Hospital, The Johns Hopkins 
Hospital; others could be listed. These are major teaching facilities of the medical 
schools of Harvard, Yale, Cornell, and The Johns Hopkins Universities. For dec- 
ades the training offered at these institutions has been sought by some of the best 
graduates of American medical schools. No one who deeply considers the record 
and promise of these teaching centers should wish to hamper them. Yet each is 
laboring under difficulties, and at least one is actually handicapped in its functions 
by restrictions on payments by Blue Shield.. The majority of practicing physicians 
will be quick to respond to an attack on medical freedom or on educational freedom, 
where undisguised. It is harder to disentangle the issues where problems of custom 
and ethics become involved with education. 


In the State of Maryland, there are two medical schools and some 2,200 physi- 
cians in private practice. Most of the 2,200 doctors graduated from one or the other 
of these two schools; they continue to benefit by association, by help with patients, 
and to enjoy postgraduate opportunities offered by these schools. Resident physi- 
cians of the hospitals that are a part of these two universities earned in 1956 some 
$128,000 for services to Maryland Blue Shield subscribers. Can it be argued that 
the carefully supervised practice of medicine by these university resident staffs, 
essential to their postgraduate training and to the provision of qualified practitioners 
for the future, constitutes a serious threat to the private practice of medicine? If 
$128,000 were divided among the practitioners of the state, each doctor would be 
about $60 richer. Would even doubling or trebling that amount constitute a threat 
to the security of the practitioner? All agree that doctors should be paid for their 
services. Is it wrong to pay for professional service which is provided incidental 
to educating young doctors ? 


Parenthetically, consider the concern expressed in some regions over the prac- 
tice of medicine by salaried university professors. This apprehension should be 
seen in its true proportions. Two dozen competent practitioners could care for all 
the local private patients now being treated by the full-time academic men in Mary- 
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land. Faculties cannot work, cannot teach, in a medical vacuum. Alert as the profes- 
sion must be in guarding its freedom, it must be just as intent on maintaining the 
freedom of its teachers. Academic independence and medical progress go together. 
The phrase “go together” is used advisedly. It is narrow to consider the full-time 
system vicious or to consider it sacred and above improvement. 


| 


Of course, academic independence does not mean academic isolation. So far 
the curricula of many medical schools contain no hint as to how modern medicine 
is made available to the ultimate consumer or how he pays for it. It is not clear 
that the people in the schools have everywhere accepted their responsibilities in the 


medical community or have labored enough to extend advances in medicine beyond 
the teaching centers. 


There is no quick solution to the problems mentioned or the conflicts outlined 
in the foregoing remarks. Practical suggestions must be rather general. Between 
the schaols and local medical societies more liaison could lead to better understand- 
ing and cooperation. For instance, meetings between society councils and university 
deans should be held on a regular basis to exchange views and information. Rep- 
resentative practitioners should be invited to the national meetings of the Associ- 
ation of Medical Colleges. Postgraduate courses for practitioners should be en- 
couraged. Faculty members must take an intimate interest in the workings of their 
local medical society. The societies must be sympathetic to the needs of the schools 
for clinical material and financial support. Both the schools and the profession 
must recognize that the public is demanding prepaid health insurance. Both must 
assume responsibility in understanding and in guiding this new health service. 


At the National Conference of Blue Shield Plans in March, 1957, I sponsored 
a resolution authorizing the Blue Shield Commission to set up a committee in coop- 
eration with the American Medical Association and the Association of American 
Medical Colleges to study and report on the effect of prepaid health insurance on 
medical education. It is hoped the deliberations of this committee will produce 
better understanding and better plans for making medical care, prepayment, and ed- 
ucation a happier and more effective trinity. Blue Shield should be vitally interested 
in medical education; the quality of its sales product tomorrow depends on the ex- 
cellence of medical training today. 


The multiplicity of insurance programs is unsettling, but lessons are being 
learned every day. We know that there is little pioneering or discovery in a com- 
pletely orderly situation. This is no time to force medical practice, insurance prog- 
ress, or educational development into rigid molds. Experimentation and evolution 
will gradually point the way. Freedom to experiment within the bounds of honesty 
and good sense must not be limited—not in the laboratories, nor in the wards, nor 
in the equally complex fields of medical economics, professional policy, and educa- 
tion. On the other hand, freedom to criticize experiments before, during, and after 
their performance is the right of all responsible men and should be acknowledged 
gracefully by those who sponsor changes. 


—William E. Grose, M.D. 
1201 North Calvert Street 
Baltimore 2, Maryland 
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SCIENTIFIC PAPERS 


Organic Brain Diseases 


Individuals in their senium who develop 
organic psychiatric disease often present a 
mixed clinical picture. It should be remem- 
bered, however, that separate diseases are 
involved, each having a different patho- 
logical picture, a different course, a different 
prognosis, a different clinical picture, and 
probably a different etiology. The basic fea- 
tures of the major brain diseases of senility— 
arteriosclerotic brain disease, senile de- 
mentia, Alzheimer's disease, and Pick's dis- 
ease—are reviewed here with emphasis on 
differentiating criteria. Rarely does the 
anatomical change account for the whole 
psychological picture. To better understand 
such patients, one must always take into ac- 
count the premorbid personality and the 
specific effects on each particular individual 
of the limitation, deprivation, and isolation 
of senility. 


Senility 
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with senility is unquestionably one of to- 
day’s major medical problems, there has not been a 
corresponding interest in and understanding of 
this condition. Despite the fact that such diseases 
account for as much as 40 per cent of first ad- 
missions to numerous state hospital systems (1), 
it is possible for residents in all specialties, in- 
cluding psychiatry, to complete their training 
with little familiarity with these disorders. 

Interest is deterred, mainly, in two ways. First, 
a generally fatalistic and pessimistic attitude to- 
ward the inevitability and unalterability of these 
states prevails, despite several optimistic thera- 
peutic reports to the contrary (2). The second 
deterrent is the tendency of some physicians to 
lump all of these conditions together, thus de- 
priving themselves of the challenging and often 
prognostically and therapeutically important task 
of making a more specific diagnosis. Although the 
disease at times seems so amorphous as to defy 
classification, there are, nevertheless, criteria 
available to allow some systematization, which 
may lead to more precise observation and, oc- 
casionally, better prognostication and manage- 
ment. 

The main features of the two major types of 
psychiatric disease which occur in the aged— 
arteriosclerotic brain disease and senile dementia 
—will be reviewed in this article. Presenile demen- 
tias will be considered briefly. Clinical features, 
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the course, prognosis, and differential diagnosis 
will be discussed. 


ARTERIOSCLEROTIC BRAIN DISEASE 


Arteriosclerotic brain disease generally has its 
onset between the ages of 50 and 65. The earliest 
age of onset in a series of 27 anatomically proven 
cases was 46 years, and the average age of onset 
was 63 (3). 

More than 50 per cent (1, 3, 4) of patients 
with this disease have an acute onset to their ill- 
ness, which often begins by sudden confused 
mental states. Some of these patients may con- 
vulse or show signs of cardiac decompensation 
or neurological deficit. Patients with a more in- 
sidious onset may ‘complain of weakness, fatigue, 
seizures, dizziness, depression, headaches, and a 
slow deterioration in memory and other intellec- 
tual abilities. Latent character features may be re- 
vealed or exaggerated. To the alert clinician, any 
relatively sudden changes in character in a person 
over 50 should suggest arteriosclerotic brain dis- 
ease (1). 

As the disease advances, patients may become 
neglectful of their personal appearance. The mem- 
ory defect increases but is uneven and less severe 
than in senile dementia. Islands of good memory 
are characteristic of arteriosclerotic brain dis- 
ease (5). As in senile dementia, remote events 
are retained better than recent events. Attention 
becomes impaired; patients may become irritable, 
impulsive, emotionally labile, and often demon- 
strate less consideration for the needs of others. 
Transitory delusions are frequent, often persecu- 
tory or jealous in nature. It has been observed 


that when patients with arteriosclerotic brain dis- © 


ease sustain a slight systemic infection, they often 
show signs of temporary decompensation in their 
mental state accompanied by increased confusion, 
suspiciousness, and other manifestations of their 
organic brain disease. Sexual desire often in- 
creases and frequently leads to increased or ab- 
normal sexual practices. 

The course of the disease is often stormy, 
with many fluctuations and remissions (1, 3, 
4, 5). The patient may have several episodes of 
confusion, lasting for hours or even for months, 
with eventual temporary recovery from his acute 
symptoms. The disease is not always continually 
progressive. In one large series (3), 65 per cent 
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of the patients admitted to a state hospital with 
arteriosclerotic brain disease were in an acute con- 
fusional state. Half of these died without clear- 
ing. Sometimes patients may clear with little re- 
sulting impairment until a fatal cerebral vascular 
accident occurs. If their arteriosclerotic brain dis- 
ease process allows them to live long enough, they 
may reach the deteriorated vegetative state so 
often seen in senile dementia. In Rothschild’s 
study (3), patients with anatomically proven 
“pure arteriosclerotic brain disease” live an av- 
erage of 2.5 years after onset of their disease. 
As mixing of senile dementia pathological fea- 
tures occurs, the longevity increases; and with 
“considerable mixing” (30 per cent of his cases), 
the average length of life is 4.2 years. The dis- 
ease lasted less than six months in 28 per cent of 
all his patients. In Beckenstein’s study of 100 
patients with arteriosclerotic brain disease, 70 per 
cent lived two years or less (6). 

Just as there may be a mixed clinical picture 
in senile psychiatric states, so also may there be 
mixing of pathological features. Rothschild claims, 
however, that in slightly more than 50 per cent of 
his senile autopsy. material, he found anatomical 
features consistent with a pure process of either 
arteriosclerotic brain disease or senile dementia. 
In 20 per cent of his cases, there was adjudged to 
be slight mixing; and in only 30 per cent was 
there considerable mixing of the two disorders. In 
all instances, the neuropathologist was able to de- 
termine the predominant disease. 

The important pathological criteria of arterio- 
sclerotic brain disease are as follows (3,5,7): 

1. Extensive arteriosclerosis is present in the 
cerebral blood vessels. Involved are the great 
vessels and especially the precapillaries, with 
significant impairment of the lumen. 
2. Focal destruction, including areas of soften- 
ing, hemorrhage, and scarring is common. One 
study (7) revealed at least one area of soften- 
ing in more than 90 per cent of the cases. Re- 
cent hemorrhage was found in 30 per cent, the 
temporal and occipital regions being affected 
with the greatest frequency. Lesions were pres- 
ent in the basal ganglion in 65 per cent. 

3. No evidence of diffuse extensive atrophy is 

found (5). 

4. Senile placques are present in 50 per cent of 

the pure arteriosclerotics, with only 25 per cent 

having more than a scanty number of lesions. 
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a Neurofibrillary lesions of the Alzheimer type 
are seen in only 30 per cent of the brains exam- 


ined. 


Alvarez’s concept of the “little stroke” is a 
valuable and useful one (8). Perhaps more than 
anyone else, he has emphasized that cerebral 
vascular disease is not a stroke or a “CVA,” but is 
indeed a disease, often punctuated with many small 
strokes and commonly taking many years to kill 
the patient. He suspects a little stroke whenever a 
person past 40 suffers a sudden blackout, dizzy 
spell, or fall which effects a change in his per- 
sonality or in his ability to function effectively, 
or whenever an intellectual dulling, nervous break- 
down, or a queer group of symptoms appears 
suddenly. 


Some of the most important signs of little 
strokes are: personality and intellectual changes, 
loss of ability to work effectively, premature aging 
and slowing up, loss of zest in living, sudden drops 
in blood pressure and weight, changes in hand- 
writing (the bank may ask for a new signature), 
a sudden fall, sudden pain in the thorax or abdo- 
men simulating a coronary or abdominal attack, 
acute indigestion, burning and bad tastes in the 
mouth and other paresthesias, and dizziness and 
unsteadiness, often misdiagnosed as Méniére’s 
disease. Because of the patient’s unawareness of 
many of these changes, diagnosis is often impos- 
sible without a good history from the family. 


SENILE DEMENTIA 


It is frequently difficult to draw the line be- 
tween normal senility and senile dementia. Rigid- 
ity of habits, disinclination to accept new ideas, 
preference for sameness, repetition, embellishment 
of the past with marked tendency to reminisce, de- 
creased activity and ambition, and memory diffi- 
culties are signs of normal senility which may 
pass almost imperceptibly into the diseased state 
we call senile dementia. Indeed, the diagnosis is 
often based on social grounds, the patient not com- 
ing to the attention of the medical profession until 
other resources, such as the family’s finances or 
patience, are exhausted. 

The average age of onset in one large series (3) 
is 74 years, the illness beginning gradually in al- 
most all cases. In Rothschild’s series, one of 23 
patients had an acute onset after a cerebral vas- 
cular accident; two patients had subacute onsets: 
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the others had insidious onsets of their illness. The 
patients do not show the previously mentioned 
arteriosclerotic symptoms of headache, dizziness, 
and seizures. First symptoms are almost always 
gradual intellectual failure, diminishment of 
ability to accomplish routine tasks and forgetful- 
ness, all of which are denied by the patient. Ir- 
ritability, hoarding, aggressive behavior, careless- 
ness of toilet habits, and exaggeration of previous 
personality traits are common. 


As the disease progresses, memorial and intel- . 


lectual impairment becomes pronounced. Memory 
loss is usually much more profound and more 
diffuse than in arteriosclerotic brain disease. Rest- 
lessness, fear and agitation, hallucinatory states, 
and occasional euphoria, are also prominent. 


Thirty per cent of illnesses took some sort of 
paranoid form. In the earlier literature, many 
elaborate subdivisions of senile dementia were 
devised, none of which have proved useful; but 
it is interesting to note that all contained a spe- 
cial paranoid group. Frequently patients have a 
florid delusional system without pronounced intel- 
lectual deterioration; however, marked changes of 
senile dementia are evident on autopsy. Apparent- 
ly, as the psychobiological defect becomes larger 
and larger, the delusions become more and more 
absurd and widespread in order to cover the lapses 


in memory and judgment (3). Well-systematized © 


and persistent delusional states do not seem to 
occur in arteriosclerotic brain disease. Sensitivity 
and altruistic sentiments diminish, while primitive 
egocentric tendencies are intensified. Sexual ac- 
tivities may increase, usually representing neither 
a weakening of inhibition nor increased libido, but 
a defensive effort at compensation for receding 
sexual functions. 

The intellectual impairment is steadily progres- 
sive, although the rate of progression varies. Some 
features (agitation, delirious states) may fluc- 
tuate, but not the intellectual deterioration, which 
is irreversible. Eventually, if death does not occur 
from an extrinsic factor, these patients progress 
into a helpless, vegetative state with profound im- 
pairment of all mental activity. The average dura- 
tion of the disease is approximately five years. 
Seventy-five per cent live less than three years 
(3,:7): 

Concerning pathological changes in senile psy- 
chosis (9), in a detailed study of 24 senile dementia 
brains with good controls, gross examination re- 
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vealed cerebral atrophy in some instances. This 
more often was mild, and it could not be demon- 
strated with certainty in all cases. Cortical atrophy, 
when present, was more pronounced in the an- 
terior cortical region. The average weight of the 
senile dementia brain was normal for the age. 
Arteriosclerosis was present in the large vessels 
in all brains. 

Microscopic study reveals the following data: 

1. A definite decrease is seen in the number of 

nerve cells, although, as a rule, this is not pro- 

nounced. 

2. There is slight but consistent narrowing of 

the cerebral cortex, especially in the anterior 

frontal area. 

3. Senile placques, which can be seen easily in 

any low-powered field with 10 to 100 in a field, 

appear regularly. These are present in all areas 

of the cortex, especially the third layer. 

4. Neurofibrillary lesions of the Alzheimer type 

in nerve cells of the cerebral cortex are present 

in 90 per cent of the cases. 

5. The white matter is normal. 

6. Involvement of basal ganglion is common. 

In the control studies, 25 out of 50 showed 
senile placques, and only 12 out of 50 had a con- 
siderable number of placques. The older the brain, 
the more placques were present, indicating that 
the senile placques are the most important single 
characteristic of senile dementia. Senile dementia 
was not demonstrated in the absence of placques. 
Equally severe senile dementia and arteriosclerotic 
brain diseases are rarely found together. 


PRESENILE DEMENTIA 


Presenile dementia consists primarily of two 
conditions, Pick’s disease and Alzheimer’s dis- 
ease, which once were considered well-established 
clinical and pathological entities. In recent years, 
however, many of the basic concepts of Alz- 
heimer’s disease, in particular, are being critically 
re-evaluated. 


Alzheimer’s disease usually occurs between 50 
and 60 years of age, beginning insidiously with 
lack of spontaneity, degeneration of intellectual 
functions, and alterations in behavior with no 
characteristic patterns. Also present are disorienta- 
tion, severe memory impairment, a decreased fund 
of general information, and diminished ability to 
comprehend the spoken language or to deal with 
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abstract concepts, thus causing the patient to make 
numerous mistakes in routine details of everyday 
life. 

The characteristic pathological picture described 
by Alzheimer is the presence of tangled thread- 
like structures which occupy a large part or all 
of the body of many cortical ganglion cells and 
which involve as many as one-fourth of these cells. 
Another histopathological change which almost al- 
ways occurs is the presence of senile placques. 

Pneumo-encephalogram shows cortical atrophy 
and dilatation of the ventricular system, with in- 
creased cortical markings. 

Some workers (10) feel that there is no essen- 
tial difference between Alzheimer’s disease, senile 
dementia, and normal senility, these representing 
the same disease process at different ages, and 
that there is no way to differentiate clinically or 
pathologically between Alzheimer’s disease and 
senile dementia. 

Pick’s disease has a slightly later onset and 
slower course than Alzheimer’s disease (11). 
Earlier symptoms include lack of spontaneity, 
memory loss, blocking of emotions, and impairment 
of thinking concentration. The patient be- 
comes indifferent, bewildered, and often apathetic. 
Dementia is usually well established within one 
year. Anomia, alexia, agraphia, and aphasia are 
common focal symptoms, the onset of which is 
gradual rather than acute as in a cerebral vascular 
accident. As the disease progresses, cachexia be- 
comes marked and the patient usually dies in four 
to six years from some intercurrent infection. 

Pathologically, the syndrome is characterized 
by atrophy and gliosis in the associative areas. 
Focal areas of the brain, particularly the frontal 
and temporal lobes, may be severely atrophied. The 
total weight of the brain may be a thousand grams 
(average brain weight is 1340 grams.) Micro- 
scopic examination shows marked cellular degen- 
erative changes. Cell architecture is disrupted as 
the nucleus becomes pale and displaced peripheral- 
ly. Senile placques and Alzheimer’s neurofibril- 
lary changes are rarely found. 

The presenile dementias are usually differen- 
tiated from senile dementia by their early age of 
onset. Cases have been described in the fourth and 
third decades of life and even in adolescence (11). 
They are differentiated from arteriosclerotic brain 
disease by their clinical features—the lack of such 
arteriosclerotic symptoms as headaches, seizures, 
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vertigo, ‘subjective sense of illness—and by their 
course. The main differences between Pick’s dis- 
ease and Alzheimer’s disease are: (1) psycholog- 
ical and neurological evidence, of focal brain dam- 
age is more frequent in Pick’s disease; (2) a char- 
acteristic state of hyperactivity occurs in Alz- 
heimer’s disease; whereas Pick’s disease is charac- 
terized by an akinetic underactive type of behavior 
with dullness and lack of initiative. 

McIntyre (12) in a study of psychiatric patients 
in whom the diagnosis of brain tumor was missed 
during life, points out that the most common 
wrong diagnosis is Alzheimer’s disease. He em- 
phasized the point verified by several case reports 
that one cannot completely depend on normal 
spinal fluid pressure and protein, absence of 
choked discs, or normal skull films to exclude a 
possible brain tumor. Every illness diagnosed as 
Alzheimer’s or Pick’s disease calls for a pneu- 
moencephalogram. Accurate diagnosis is espe- 
cially important because the most frequent tumor 
causing psychiatric symptomatology is a menin- 
gioma, which often is operable. 


entiate between arteriosclerotic brain disease 

and senile dementia, because of the simultaneous 
occurence of both in the same individual, there are, 
nevertheless, distinguishing criteria. These are 
two different diseases with different etiology, 
pathology, and clinical course. Some clinical fea- 
tures which may help to distinguish them are: 

1. Arteriosclerotic brain disease begins earlier 

and has a rapid course. Senile dementia starts 

later and lasts longer. 

2. More than 50 per cent of the patients with 

arteriosclerotic brain disease have an acute onset 

and may have neurological signs or symptoms. 

All of these patients have at least one symptom 

of cerebral arteriosclerosis, either’ headache, 

dizziness, syncopy seizures, etc. The onset in 

senile dementia is almost always gradual. 

3. Well-elaborated and persistent delusional sys- 

tems occur only in senile dementia. 

4. Arteriosclerotic brain disease has a stormy 

course, marked by fluctuations and remissions, 

with frequent onsets of acute confusional states 

which clear in a matter of days or months. 

Senile dementia has a much more even and in- 

exorably progressive course. 

5. Memory loss is more profound and more 


IT Is Not always possible to differ- 
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diffuse in senile dementia than in arterioscle- 

rotic brain disease, where the loss is uneven 

with many islands of good memory. 

6. Senile dementia more frequently progresses 

into a deteriorated vegetative state. 

7. A chronic paranoid picture is seen only in 

senile dementia. 

8. Senile dementia is more common in females; 

arteriosclerotic brain disease occurs more often 

in males. 

9. Agitation and restlessness are more commonly” 

seen in senile dementia. 

10. The mental state of the arteriosclerotic 

group often deteriorates after a systemic infec- 

tion. 

11. Arteriosclerotic patients are more apt to rec- 

ognize and to be painfully aware of their failing 

mental and physical powers. 

It was once believed possible to differentiate 
between the two conditions because of evidences 
of arteriosclerosis elsewhere. This concept has re- 
cently been questioned. In Rothschild’s study (3), 
all the patients in both the senile dementia and 
the arteriosclerotic groups showed sclerosis of the 
radial artery. Likewise, retinal arteriosclerosis was 
of no value in differentiation. No difference in 
blood pressure occurs between the two groups; 
however, the overall blood pressure was higher | 
than that of the control group. The diastolic blood 
pressures tend to be slightly higher in arterio- 
sclerotic brain disease. Cardiac abnormalities, 
ranging from arrhythmias to cardiac decompensa- 
tion, were significantly more common in the ar- 
teriosclerotic group. 


F WHAT IMPORTANCE are psychological fac- 
® tors in the etiology and course of these dis- 
ease states? The more recent literature under- 
scores the importance of psychological factors in 
the development of senile dementia. There is com- 
plete agreement, for example, that the anatomic 
lesions frequently are unable to account for the 
clinical picture of senile dementia. Moreover, the 
viewpoint that psychological factors may con- 
tribute greatly to the picture of arteriosclerotic 
brain disease seems to be gaining wide acceptance. 

Noyes (1) asserts that a well-adjusted individ- 
ual will escape senile dementia; that the person 
who does develop senile dementia has had rigid 
and static habits all his life. People who have 
always had difficulty in adjusting to the daily in- 
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terpersonal demands of life are more apt to react 
by developing mental symptoms to the inevitable 
loss of prestige, death of friends and relatives, 
and the loosening of family and social ties that 
accompany old age. Patients with similar lesions 
may present completely different clinical pictures. 
Symptoms do not depend upon the amount of 
brain atrophy. The patient with senile dementia 
may have brain atrophy which is not proportional 
either to the age of the patient or to the duration 
of his illness (3, 4, 7). 


Williams (5) studied a series of 46 patients 
with senile dementias and 47 patients with arterio- 
sclerotic brain disease. Fifty per cent of these were 
proven anatomically; the others had clear-cut 
clinical pictures. He compared the two groups in 
terms of social integration, psychological depriva- 
tion (loss of spouse), and degree of financial secu- 
rity. He found statistically significant differences, 
the senile dementia group having notably less social 
integration, less financial security, and more psy- 
chological deprivation. Williams concluded that 
while there are valid psychological factors respon- 
sible for the onset of senile dementia, such is not 
the case with arteriosclerotic brain disease, in 
which the pathological processes are clearly and 
quantitatively responsible for the mental sympto- 
matology. More recent articles express an oppo- 
site point of view, however. 


Rothschild (7), after a careful gross and mi- 
croscopic study of 28 cases of psychosis with 
cerebral arteriosclerosis, concluded that anatomical 
factors alone cannot be held responsible for the 
presence or absence of a psychosis. The same 
lesions which are observed in patients with ar- 


teriosclerotic brain disease may occur in patients. 


without dementia. No consistent correlation exists 
between the severity of the mental changes and 
the extent of the anatomic involvements from the 
arteriosclerosis. The structural damage seen in 
patients with severe intellectual impairment was 
sometimes less profound than that observed in 
patients with milder mental symptoms. The factor 
which determines whether a psychosis is or is not 
going to occur is probably the individual’s capacity 
to compensate for the damage rather than the 
damage per se. There were cases, however, in 
which structural damage seemed to account en- 
tirely and adequately for the mental disorder, but 
all pathologists have seen brains with severe ar- 
teriosclerotic changes from individuals who have 
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shown no previous mental signs of arteriosclerotic 
brain disease (13). 


organic brain disease is to suspect its pres- 
ence in all patients over 50 years who have psychi- 
atric disease. In the mental status examination, in- 
dispensable tools are the Serial Sevens examination 
(subtracting sevens from one hundred, a problem 
which the average high school graduate should 
solve in two or three minutes with no more than 
one or two errors); recitation of digits forwards 
and backwards; and a test in which the patient is 
asked to remember three objects, the names of 
which were given him at the beginning of the in- 
terview. Calling for the interviewer’s name or 
other details, such as his previous meal, and testing 
his ability to handle proverbs are helpful indices. 
These, of course, are only screening tests, and 
more subtle information may be derived from sev- 
eral specialized examinations. One which has 
proven useful and easy to administer is the Benton 
Visual Retention Examination (The Psychological 
Corporation, 304 East 45th Street, New York 17, 
New York). 

Making an accurate estimate of mental deterio- 
ration requires some knowledge of the individual’s 
functioning before the onset of his illness. Since 
pre-illness psychological examinations are avail- 
able on only a small percentage of patients seen, 
various other devices must be resorted to. The 
most common technique practiced clinically is, of 
course, to judge the patient’s previous intellectual 
capacity from his level of education, scholastic 
achievement, job, recreational habits, and history 
as acquired from members of the family. The 
Wechsler Adult Intelligence Scale attempts to 
measure the amount of mental deterioration, op- 
erating on the principle that certain mental abili- 
ties decline much more slowly with age than do 
others (14). Wechsler categorizes as “hold tests” 
certain devices which measure mental faculties that 
do not markedly decline with age or with organic 
brain disease. Other tests, the “don’t hold tests,” 
examine those faculties which decline rapidly in 
the face of organic brain disease. By studying the 
ratio of the “hold tests” to the “don’t hold tests,” 
one may estimate the percentage of deterioration. 
Wechsler’s “hold tests” are vocabulary, informa- 
tion, object assembly, and picture completion tests. 


C: MOST IMPORTANT rule in the diagnosis of 
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The “don’t hold tests” are the digit span, similari- 
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MEDICAL HISTORY OF WAR OFFERED 


Many of the medical lessons learned during World War I had to be relearned under 
fire during World War II because of paucity of distribution of the World War I 
medical history. In an endeavor to prevent this costly relearning process in the unhappy 


event of another war, Lieutenant General Leonard D. Heaton, surgeon general of the Army, 
has directed the preparation, publication, and distribution of the “History of the Medical 
Department, United States Army, in World War II.” 

Of the 48 volumes programmed for the series, 15 have been published and can be 


purchased at modest cost from The Superintendent of Documents, Government Print- 
ing Office, Washington 25, D. C. Commanding officers of medical units may requisition 
copies for their medical units libraries by submitting DA Form 17 directly to The Histor- 
ical Unit, U. S. Army Medical Service, Washington 12, D. C., ATTN: Promotion Branch. 


Volumes now available are: 


GENERAL SurGERY, edited by Michael E. DeBakey, M.D. 
NeurosurGERY, VoLuME I (Heap Injuries), edited by R. Glen Spurling, M.D. and 


Barnes Woodhall, M.D. 


NEvuROSURGERY, VOLUME II (Spinat Corp AND PERIPHERAL NERVE INJURIES), edited 
by R. Glen Spurling, M.D., and Barnes Woodhall, M. D. 

Hanp Surcery, edited by Sterling Bunnell, M.D. 

OPHTHALMOLOGY AND OTOLARYNGOLOGy, edited by M. Elliott Randolph, M.D., and 


Norton Canfield, M.D. 


OrTHOoPEDIC SURGERY, EUROPEAN THEATER OF OPERATIONS, edited by Mather Cleve- 


land, M.D. 


ORTHOPEDIC SURGERY, MEDITERRANEAN THEATER OF OPERATIONS, by Oscar P. 


Hampton, M.D. 


PuystoLocic EFFECTS OF Wounps, edited by Fred W. Rankin, M.D., and Michael E. 


DeBakey, M.D. 


VascuLAR SuRGERY, edited by Daniel C. Elkin, M.D., and Michael.E. DeBakey, M.D. 
Cotp Injury, Grounp Type, by Tom F. Whayne, M.D., and Michael E. DeBakey, 


M.D. 


DENTAL SERVICE, by George F. Jeffcott, D.M.D. 
ENVIRONMENTAL HycIENE, by James Stevens Simmons, M.D., et al. 
PersoNAL HeaLTH MEASURES AND IM MUNIZzaTION, by John E. Gordon, M.D., Tom 


F. Whayne, M.D.., et al. 


COMMUNICABLE Diseases, VoLUME IV, by John E. Gordon, M.D., Joseph Stokes, 


M.D., et al. 


_Hosprratization AND EvacuaTION, ZONE OF INTERIOR, by Clarence McKittrick 
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Figure | 
CASE |—Postero-anterior view of the chest 
reveals a huge cardiac shadow with a small 


Figure 7 

CASE Ill—Examination of the chest shows 
evidence of marked cardiac enlargement with 
a relatively small aortic shadow. 


Figure 3 
CASE I—A left anterior oblique view o 
chest demonstrates the type of silhouette 
with right ventricular enlargement (‘he “yj 
step-like" configuration of the right 


Figure 2 
CASE I—A right anterior oblique view of the 
chest with barium in the esophagus shows no 
significant displacement of the esophagus by 
the left atrium. 


SE 
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Figure 8 
CASE Ill—The left anterior oblique view 
shows the cardiac configuration usually seen 
in right ventricular enlargement. The left 
ventricle is also large. 


Figure 9 
CASE !V—Postero-anterior chest filin 
large cardiac shadow with a small corti¢ 


aorta. 
| J 
= border). The left ventricle is also Icrge, Imon 
k st: 
ie: 
he left 


iow Figure 4 Figure 5 Figure 6 : 
Suette ASE ii—Postero-anterior chest film showing CASE right anterior oblique examina- CASE li—The left anterior oblique projection 
he “yggmorked cardiac enlargement with a small tion of the chest showing minimal displace- of the chest suggests both right and left 
ight hgmortic shadow. The lung fields show signs of ment of the barium filled esophagus by the ventricular enlargement. 

Imonary fibrosis. left atrium. 


Myocardial Hypertrophy 


John DeCarlo, Jr, M.D., Howard K. Rathbun, M.D., and Abou D. Pollack, M.D. 


, Figure 10 Figure 11 Figure 12 
s E !V—The right anterior oblique view CASE 1V—the left anterior oblique projection CASE V—Postero-anterior chest film showing 
tie emons'-ating relatively little posterior dis- of the chest reveals both left and right ven- marked cardiac enlargement with a relatively 


llacemet of the barium filled esophagus by tricular enlargement. small aortic shadow. 
left atrium. 
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DIOPATHIC MYOCARDIAL hypertrophy may be a 
Fz distinct clinicopathological entity. Its etiology 
is unknown. The subject has. recently been re- 
viewed by Elster, Horn and Tuchman (2) and by 
Spodick and Littmann (6). In both these papers 
it was pointed out that Jesserand and Gallavardin 
(Arch. Gen de Med., 6:513, 684, 1901) were the 
first to describe the condition. The purpose of 
this paper is to discuss five patients with special 
emphasis on the roentgenological findings which 
we feel may be helpful in arriving at the correct 
diagnosis during life. 

The condition usually appears in relatively 
young people, and death occurs in the fourth and 
fifth decades. Mural endocardial thrombi give 
rise to frequent pulmonary or systemic emboli. 
Arrhythmias, usually atrial fibrillation, are com- 
mon. The blood pressure is often normal with a 
tendency to a low pulse pressure. There is marked 
cardiac enlargement. The precordial impulse is 


Idiopathic myocardial hypertrophy presents 


a distinctive roent appearance 


which should suggest a consideration of this 


condition or lend support to the 


clinical impression. The roentgen findings 


in five patients with idiopathic 
myocardial hypertrophy of the heart are 
discussed here. 


limited in amplitude, and there may be a gallop. 


rhythm and a systolic murmur at the apex. Signs 
of left and right sided heart failure are usually 
observed, and death often occurs abruptly and 
unexpectedly. 

During life, this condition is to be distinguished 
from other myocardial disorders, either of local 
origin or as a manifestation of systemic disease. 
The former group includes the commonplace myo- 
cardial damage resulting from coronary artery 
disease and the much rarer instances of myo- 
cardial insufficiency resulting from myocarditis. 
In the second group are such conditions as myxe- 
dema, thyrotoxicosis, scleroderma, beri-beri, sar- 
coidosis, amyloidosis, and chronic anemia. Chronic 
pericarditis, mitral valvular disease, and hypo- 
plasia of the aorta are among the conditions which 
must be considered in the differential diagnosis. 


From the Departments of Radiology, Medicine, and 
Pathology, Baltimore City Hospitals. 
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The electrocardiogram usually is abnormal in 
idiopathic myocardial hypertrophy, but the changes 
are nonspecific and are not useful, except to help 
rule out myocardial infarction and pericarditis. 
Other laboratory studies have not proved valuable 
in establishing the diagnosis. 

The heart is both dilated and hypertrophied in 
all its chambers. Demonstrable changes in the 
myocardium are generally insignificant, giving no 
pathogenetic clue to the enlargement. There may 
be mild, focal subendocardial fibrosis or a few 
isolated scars in the myocardium proper, prob- 
ably ischemic in origin. The endocardium of any 
of the chambers may be thickened, which condi- 
tion is particularly evident in the left ventricle. 
This change, which is often massive, is in part the 
end stage of organization of mural endocardial 
thrombi. It is thought, however, that endocardial 
fibrosis, with or without elastosis, is, for the most 
part, the result of long standing dilatation and, 
therefore, of inordinate lateral tension forces on 
the relatively inelastic endocardium (1). If dila- 
tation be primary and hypertrophy secondary in 
this disorder, one is impelled to look for a func- 
tional or metabolic error within the myocardial 
cells to account for this imperfect contractility. 

Autopsy examinations of all the patients de- 
scribed herein exhibited the findings mentioned. 
The aortas were all normal or slightly enlarged, 
and the diagnosis of aortic hypoplasia as described 


_ by. Valentine and Nicholi (7) is effectively ex- 
cluded. 


CASE I: L.B., a 30-year-old Negro male, was 
admitted on June 3, 1950, because of weakness 
of his left arm and leg of a few hours duration. 
He had had vague abdominal discomfort for the 


- past three or four months. 


On examination, he appeared moderately short 
of breath and had obvious signs of a flaccid left 
hemiparesis. His temperature was 99.2, his pulse 
rate was 80, and his respiratory rate was 28 per 
minute. He weighed 140 pounds. The blood pres- 
sure was 120/75. There was no edema. A few 
rales were heard at the lung bases. The heart was 
greatly enlarged. There was a soft systolic mur- 
mur, and there was an audible third sound. The 
liver edge was felt four fingerbreadths below the 
costal margin. 


An electrocardiogram showed a sinus rhythm 
and was abnormal with inverted T waves in the 
limb leads and in V4 and V5. 
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Multiple roentgenograms (figs. 1, 2, 3) of the 
chest demonstrated a huge cardiac silhouette with 
a small aortic shadow. There was no significant 
displacement of the barium filled lower esophagus 
as seen in the right anterior oblique view (fig. 2). 
The left anterior oblique view revealed the type 
of silhouette usually noted in the right ventricular 
enlargement (fig. 3). The left ventricle is large. 

The patient improved steadily from his hemipa- 
resis and was about to be discharged when he 
was found dead in bed 28 days after admission. 
On autopsy, the heart weighed 850 grams. 


CASE 11: C.W., a white male, age 47, was ad- 
mitted July 12, 1956, because of increasing 
dyspnea and edema. He had been treated for heart 
failure by his personal physician since 1950. 

On examination, he was orthopneic and agi- 
tated. His temperature was 99.6; pulse rate, 120; 
respiratory rate, 46 per minute; blood pressure, 
110/70. There was moderate edema of the ankles. 
The thoracic cage was fixed, the percussion note 
was hyperresonant, and there were numerous 
coarse rales throughout both lungs. The heart was 
greatly enlarged to percussion; no murmurs were 
heard, but there was a protodiastolic gallop. The 
liver was enlarged. 

Electrocardiogram showed a left bundle branch 
block. Sputum was negative for tubercle bacillus. 
Blood gas studies were consistent with pulmonary 
emphysema. 

Multiple roentgenograms (figs. 4, 5, 6) of the 
chest demonstrated marked pan cardiac enlarge- 
ment with a small aortic knob. There was minimal 
displacement of the barium filled esophagus by the 
left atrium, as seen in the right anterior oblique 
view (fig. 5). The left anterior oblique view sug- 
gested right ventricular enlargement (fig. 6). The 
lungs showed signs of fibrosis with possible 
bullous lesions in the upper lung fields, and an 
element of pulmonary congestion and edema prob- 
ably were present. 

He responded fairly well to treatment for heart 
failure and was discharged three weeks later, 
weighing 116 pounds. Five weeks after discharge, 
his dyspnea and edema increased; he returned to 
the hospital in a state of extreme dyspnea and 
died within an hour of admission. At autopsy the 
heart weighed 880 grams. 

CASE 111: J.D., a Negro male, age 51, was ad- 
mitted for the last time on February 4, 1955, 
because of symptoms of heart failure which he 
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had had for two and a half years. He had been 
seen off and on at this hospital, having been first 
admitted two years before for heart failure. An 
unusual and remarkably annoying symptom was 
that of a constant epigastric pain which had per- 
sisted continuously since about the time his symp- 
toms of heart failure began. This last admission 
was to evaluate the effect of Diamox® on his 
heart failure. 

On examination, he was orthopneic. His tem- 
perature was 98; his pulse rate, 110; his respira- 
tory rate, 28 per minute. He weighed 125 pounds. 
The blood pressure was 110/90. There was slight 
ankle edema. The lungs were clear. The heart was 
huge, and a soft systolic murmur and a prominent 
gallop rhythm were heard. The liver was felt two 
fingerbreadths below the costal margin, and there 
was no abdominal tenderness. 

An electrocardiogram showed that he had left 
bundle branch block. 

Multiple roentgenograms (fig. 7, 8) of the 
chest showed evidence of marked pan cardiac en- 
largement with a relatively small aortic shadow. 
The left anterior oblique view showed the con- 
figuration usually seen in right ventricular en- 
largement (fig. 8). 

His course was downhill. He died unexpectedly 
nine days after admission, after suddenly com- 
plaining of abdominal pain. At autopsy the heart 
weighed 650 grams. 

CASE Iv: E.E., a Negro male, 23 years old, was 
admitted January 24, 1952, because of shortness 
of breath and dull epigastric pain. He had been 
suffering from increasing cough, dyspnea, and 
abdominal pain for the previous five weeks. His 
usual weight was 145 pounds. 

On examination, he was slightly tachypneic and 
appeared acutely ill. His temperature was 100.8; 
his pulse rate, 136; his respiratory rate, 26 per 
minute; blood pressure, 115/95. There was no 
edema. There were dullness and rales of both lung 
bases. The heart was greatly enlarged, the sounds 
were diminished with a soft systolic apical mur- 
mur and a prominent gallop. The liver was about 
two fingerbreadths below the costal margin. 

Leukocytes were 17,000. An electrocardiogram 
showed nonspecific St segment changes. Multiple 
roentgenograms of the chest showed severe cardiac 
enlargement with a small aortic shadow (figs. 9, 
10, 11). There seemed to be generalized enlarge- 
ment with relatively little left atrial enlargement. 
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The patient responded poorly to treatment for 
his heart failure; but three weeks later, at a time 
when he seemed better than usual, he suddenly 
died. At autopsy, the heart weighed 500 grams. 

CASE V: R.E.G., a 28-year-old Negro male, was 
admitted March 8, 1958, because of chills, fever, 
and “rapid heart” for one day. He had been re- 
fused by the Army in 1948 because of “heart 
trouble.” He had had dyspnea after exertion 
every two months since then and recently had 
become more dyspneic and orthopneic and had 
developed vomiting and abdominal pain. 

Examination revealed no acute distress and no 
edema. His temperature was 100.8; his pulse was 
irregular with an apical rate of 160 and a radial 
rate of 69-80 per minute. The blood pressure was 
130/70. He weighed 156 pounds. The lungs were 
clear. The heart was enlarged, with no gallop and 
no murmur. The liver was not felt. | 

An electrocardiogram showed tachycardia and 
atrial fibrillation. 

On admission, chest roentgenogram (fig. 12) 
demonstrated marked cardiac enlargement with a 
relatively small aortic shadow. Roentgenoscopy 
revealed a mild generalized decrease in amplitude 
of cardiac pulsation. There was no evidence of 
left atrial enlargement. The fluoroscopist observed 
that the left anterior oblique projection showed 
the “sharp step” seen in cases of right ventricular 
enlargement, as had been noted in previous cases 
of idiopathic myocardial hypertrophy. Additional 
films were not made because of the patient’s 
condition. 

Overnight, following digitalis administration, 
he felt better, but died later in the morning. An 
autopsy revealed that the heart weighed 760 
grams. 


ROENTGEN FINDINGS 

The heart is markedly enlarged. The aortic 
shadow is small and out of proportion to the over- 
all size of the cardiac silhouette (figs. 1, 4, 7, 
9, 12). Thus, a significant part of the roentgen 
picture hinges upon evaluation of the size of the 
aortic shadow in relation to the frontal cardiac 
silhouette. 

Roentgenoscopy shows limited pulsations of the 
type seen in cardiac dilatation. Study of the chest 
in the oblique positions demonstrates generalized 
ventricular cardiac enlargement. The left atrium 
usually does not significantly displace the barium 
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filled lower esophagus, as seen in the right anterior 
oblique position (figs. 2, 5, 10). The left anterior 
oblique frequently presents a “sharp step” in the 
right border of the silhouette (figs. 3, 6, 8, 11), 
which is often considered evidence of right ven- 
tricular hypertrophy. 


DIFFERENTIAL DIAGNOSIS 

While it is possible to differentiate many types 
of cardiac enlargement on the basis of clinical and 
laboratory findings, the differential diagnosis as 
herein presented is limited exclusively to roent- 
genological considerations. 

The cardiac silhouette in advanced rheumatic 
mitral disease may resemble that seen in idio- 
pathic myocardial hypertrophy. The aortic shadow 
is usually small to normal in size. 

In mitral valvular disease, it has always been 
possible to demonstrate a distinctly enlarged left 
atrium. The well-known “double shadow” of left 
atrium plus right atrium, as seen on the P.A. 
chest film, and the posterior displacement of the 
lower end of the barium filled esophagus in the 
right anterior oblique projection are adequate 
means of study. Significant left atrial enlarge- 
ment is not noted in idiopathic myocardial hyper- 
trophy. 

Massive pericardial effusion can present a sil- 
houette which is most difficult to differentiate 
from idiopathic hypertrophy. The size of the 
aortic shadow varies greatly from case to case 
and is dependent upon the size of the aorta prior 
to the effusion. Patients with large aortic shadows 
before pericardial effusion will have a relatively 
large aortic shadow after effusion. Evidence sug- 


. gesting generalized cardiac hypertrophy as seen 


in the oblique views is not noted in the ‘water 
bottle” type shadow of pericardial effusion. Other 
commonly quoted roentgenoscopic and roentgen 
changes in pericardial effusion may be helpful. 

Patients with arteriosclerotic, hypertensive and 
luetic heart disease usually present with large 
aortic shadows. 

Valentine and Nicholi (7), in presenting a case 
of aortic hypoplasia with associated vascular and 
genitourinary anomalies, cite Maude Abbott’s 
definition as quoted in one of Osler’s textbooks: 
“that condition in which the lumen of the arterial 
vessels in the greater circulation remains abnor- 
mally small and the walls unnaturally thin and 
elastic.” Valentine and Nicholi made an ante- 
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mortem ‘diagnosis based on: (1) roentgenographic 
absence of an aortic knob with an absence of an 
aortic indentation on the barium filled esophagus, 
(2) nondescript diffuse cardiac enlargement with- 
out murmurs or demonstrable valvular disease, 
(3) evidence of anomalies of the peripheral ar- 
terial tree. Anomalies in the genitourinary tract 
also support the diagnosis of a congenital type 
aortic lesion. 

Recently Pyorala et al (5) have reported an 
additional case of aortic hypoplasia. 

As far as we can determine, idiopathic myo- 
cardial hypertrophy is not a congenital disorder. 
The demonstration of other anomalies plus the 
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polycythemia with neoplastic disease, being conducted by the metabolism service 
of the National Cancer Institute in the Clinical Center of the National Institutes 
of Health. An elevation of the circulating red cell volume in the absence of leuco- 
cytosis and thrombocytosis has been noted in a significant number of patients with 
renal tumors and cerebellar hemangioblastomas; rarely in patients with uterine 
fibroids, pheochromocytomas, and other neoplasms. The presence of an erythropoiesis 
stimulating factor has been demonstrated in homogenates of the cerebellar, renal, 
and pheochromocytoma tumor tissue. This study has as its purpose the determina- 
tion of the chemical nature and mode of action of the erythropoiesis stimulating 


factor produced by these tumors. 


Patients admitted to the study undergo a period of clinical evaluation, including 


the determination of the circulating red cell volume, red cell life span, and the rate 
of red cell synthesis. Plasma and tumor tissue, if available, will be assayed for 


erythropoiesis stimulating activity. 


Physicians who wish to have their patients considered for this study at the 


National Cancer Institute may write or call: 


Dr. Thomas A. Waldmann 
National Cancer Institute 
Bethesda 14, Maryland 

(OLiver 6-4000, Ext. 3667) 
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Comparative Study Of 


The Effectiveness 


of Tigan* And A Placebo 


_ In Controlling Emesis 


Bennett A. Robin, M.D. 


a9 OMITING is one of the most distressing 
symptoms accompanying illness, pregnan- 
cy, and disturbances of equilibrium. In most 
instances, it serves no biologically useful purpose. 
While many antihistamines and phenothiazines 
have been found to have antiemetic properties, 
their action is also associated with a high incidence 
of side effects, (1) which make it necessary to 
weigh the benefits against the adverse reactions. 
Because of this, the decision often is to allow the 
patient to suffer the discomforts of vomiting rather 
than to risk the more serious side effects. 


Vomiting is usually caused by ‘stimuli from the — 


chemoreceptor trigger zone (CTZ) (2) to the 
vomiting center. If impulses to this site are 
blocked by medication, vomiting® be stopped. 
Tigan®, a recently developed antiemetic agent 
chemically unrelated to the antihistamines or phe- 
nothiazines, exerts its. pharmacologic effect by its 
ability to prevent, as does bilateral destruction 
of the CTZ, apomorphine-induced emesis. Apart 
from this antiemetic effect, the drug has shown 
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Tigan® effectively relieved the symp- 
toms of nausea and vomiting within an 
average of 80 minutes in 94 of 96 pa- 
tients. Of 51 patients receiving placebo 
_ medication, five had good results; the 
remaining 46 were then given the active 
drug, and the results are included in 
the first figures. 

In 67 patients, the nausea and vomit- 
ing were caused by gastroenteritis. In 
the remaining patients, the symptoms 
were due to peptic ulcer, alcoholic gas- 
tritis, migraine headache, labyrinthitis, 
pregnancy, Meniére's syndrome, drug 
sickness, and surgery. 

In this study, Tigan® was a safe and ~ 

_ remarkably effective drug for the treat- 
ment of nausea and vomiting from a 
_ variety of causes. The only side effect 
_ noted was slight drowsiness in 14 pa- 
tients. 


no other activity in a number of pharmacologic 
screening procedures (3). One of the most note- 
worthy clinical features is the infrequency of side 
reactions along with reported antiemetic efficacy 
(4-7). 

In my practice, gastroenteritis is a common 
cause of nausea and vomiting. While this disturb- 
ance is usually of short duration, the symptoms 


_are distressing and often acute to the point of 


causing dehydration. From preliminary reports, 
Tigan® appeared to be an ideal antiemetic for 
this indication because it produced relief in a 
relatively short time. Since nausea and vomiting 
may be psychosomatic in origin, it seemed advis- 
able to compare its effectiveness with a placebo. 


MATERIALS AND METHODS 


In a controlled study, either Tigan® or a placebo 
was administered to 101 patients for the relief of 
nausea and vomiting caused by gastroenteritis, 
peptic ulcer, alcoholic gastritis, labyrinthitis, preg- 
nancy, migraine headache, Meniére’s syndrome, 
surgery, and antibiotics (table I). Tigan® was 
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TABLE | 


Results of Therapy with Tigan® 


Placebo Medication 


Tigan® Medicatior 


Total 


ol Results 


No. of 


Results 


Indication Patients | Patients Eff. 


Ineff.* 


patients*| Eff. | Ineff. 


Gastroenteritis 40 5 


Peptic ulcer ee 
Alcoholic gastritis 
Migraine headache 
Labyrinthitis 
Pregnancy 
Meniére's syndrome 


Drug sickness 
(antibiotic) 


Postoperative 
(removal of 
lipoma) 


1 


TOTAL 51 5 


46 


96 


* Where placebo was ineffective, patients were given Tigan. These patients are, 
therefore, again included in the number of patients receiving the active drug. 


administered to 50 patients and a placebo to 51. 
Those who did not respond to the placebo were 
given the active drug. In this way, the latter pa- 
tients were their own controls. 

The usual starting dose of Tigan® was 200 
mg. administered intramuscularly in combination 
with 100 mg. given orally. Some patients received 
200 mg. by each route; some were given 200 mg. 
intramuscularly only, and still others received 100 
or 200 mg. orally only. Severity of the symptoms 
determined the amount of medication and route of 
administration. Maintenance doses were usually 
100 mg. orally, but occasionally patients required 
200 mg. Medication was given every three hours 
except when prolonged administration was antici- 
pated; thus, in pregnancy, it was administered 
either on arising and at bedtime or every four 
hours as needed. 

Twenty-two patients had received other anti- 
emetics before Tigan® therapy. These medica- 
tions included Pro-banthine®, Thorazine®, Com- 
pazine®, Bonamine®, Bonadoxin®, Bendectin®, 
and Marezine®. These had been effective in five 
patients and ineffective in 17. 
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The degree of nausea and vomiting was eval- 
uated before Tigan® therapy and compared with - 
the severity of symptoms after medication. The 
following rating scale was used: 

0—absent 
1—mild 
2—marked 
3—-severe 


RESULTS 


Tigan® was effective in 48 of the 50 patients 
initially treated by the drug, while the placebo 
was effective in 5 of 51. The 46 patients who were 
not relieved by the placebo were then given Ti- 
gan®, which successfully controlled the nausea 
and vomiting in all cases. Thus, the total number 
of patients treated by the active drug was 96, and 
it was effective in 94. One patient with gastro- 
enteritis and one with labyrinthitis failed to show 
improvement. Of 94 patients with severe or mod- 
erate nausea and/or vomiting, 71 patients had 
complete relief from both symptoms and 21 had 
complete relief from vomiting with only mild 
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TABLE Il 


Change in Degree of Nausea and Vomiting Before 
and After Tigan® Therapy 


Degree of Nausea Number of patients 
and vomiting Before After 
a nausea +3° vomiting 38 
+2° 25 
+3° 1 
+2° 28 
+1° 2 
+1° 
+0° 0 
+0° 0 


TOTALS 96 


nausea remaining. Two patients with mild nausea 
and vomiting also had complete cessation of the 
symptoms. In two patients, the degree of severity 
of the symptoms was unchanged. These latter two 
patients were then given Compazine® with. good 
results. In the patient with labyrinthitis, Bona- 
mine® had also been ineffective. The degree of 
symptoms before and after therapy are shown in 
table IT. 

After medication, relief was noted in most pa- 
tients within one to two hours, the average time 
being 80 minutes. In the patients with peptic ul- 
cers, relief was not noted until two to three hours 
had elapsed. The majority of patients required 
only one or two doses after the initial dose; how- 
ever, the pregnant patients continued medication 
for one to three months or through the third 
month of gestation. 


Fourteen patients experienced slight drowsiness 
during therapy; otherwise no untoward reactions 
were noted. 

Tigan® was effective in 16 of 17 patients who 
had not responded to other antiemetics and in five 
who had. 


DISCUSSION 


Tigan® proved to be a safe and effective anti- 
emetic for the relief of nausea and vomiting 
caused by various gastrointestinal and equilibrium 
disturbances, pregnancy, and migraine headache. 
While drowsiness was noted more frequently in 
our study than in earlier reports (4-7), it was 
slight enough to permit patients to carry on their 
normal activities. It never became severe enough 
to require interruption of therapy. The incidence 
of drowsiness (14.5 per cent) was less than with 
most other antiemetic drugs, in which 20 to 75 
per cent of patients treated experienced this side 
effect (2). 

While Compazine® was effective in two in- 
stances where Tigan® had failed, it had been in- 
effective in two of four patients who had re- 
ceived this drug before Tigan® therapy. All six 
pregnant patients had received other antiemetics 
without effect; Tigan® prevented the symptoms 
in all of these. It was equally or more effective 
than other antiemetics in 21 of 22 patients and 
was significantly superior to placebo medication. 

317 University Boulevard East 
Silver Spring, Maryland 
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The Infectious Syphilitic 


Seeks A Diagnosis 


Morris M. Cohen, M.D. 


ARLY INFECTIOUS SYPHILIS is still with us, 
(i contrary to the belief that the disease has 
virtually disappeared or is almost nonexistent. 
When the practitioner’s index of suspicion re- 
garding this entity is low, many cases of early in- 
fectious syphilis are no doubt overlooked, misdi- 
agnosed, or even masked by partial antibiotic 
therapy; thus the correct diagnosis is delayed pos- 
sibly for months or years. The diagnosis of syphil- 
is usually happens when, perchance, the individual 
presents himself as a blood donor or for a pre- 
employment examination, or for a routine S.T.S. 
check for some obscure complaint and a resulting 
positive serological test for syphilis is found. 

The following story aptly illustrates the need 
for keeping a high index of suspicion regarding 
this “dying disease.” The individual involved con- 
sulted five physicians before a diagnosis was final- 
ly established. 

A male patient in his early thirties consulted 
a proctologist for some discomfort of the anal 
region. He was told that he had a fissure of the 
anal area and was, therefore, treated with some 
local medicaments. The discomfort was relieved, 
and the area healed in two or three weeks; how- 
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A patient with early infectious syphilis may travel 
from doctor to doctor, consulting various special- 
ists about his complaints. The diagnosis of 
syphilis is not made until he arrives at the office 
of a physician whose index of suspicion is high 
enough to point to the correct diagnosis. The 
related symptoms and signs of syphilis may vary 
with the duration and progress of the disease; 
however, the etiological agent is always the same. 


Stop No. 1 
PROCTOLOGIST 
(Fissure in Ano ? ?) 


INTERNIST NO. 1 
(Skin Rash and Malaises) 
MEASLES ? ? 


Stop No. 2 


Stop No. 3 
OTOLARYNGOLOGIST 
(Sore throat and hoarseness) 
LARYNGITIS ? ? 


Stop No. 4 


INTERNIST NO. 2 
(Alopecia) 
ETIOLOGY UNKNOWN ? ? 
Stop No. 5 
(Final destination and end of the line) 


DERMATOLOGIST 
SECONDARY SYPHILIS ! 


Route traveled by the patient in search of a 
diagnosis. 


| : 
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ever, soon after his rectal condition had cleared, 
a generalized erythematous rash together with a 
grippe-like type of malaise, caused him to consult 
an internist. He was told that he had a viral infec- 
tion, possibly measles or some closely allied condi- 
tion. In the meantime, he also developed hoarse- 
ness and a sore throat, which condition led him to 
the office of an ear, nose, and throat specialist. A 
diagnosis of laryngitis and pharyngitis was made, 
for which his throat was sprayed and a gargle 
prescribed. The rash beneath the patient’s clothing 
no doubt was not seen by this physician. 

Several weeks elapsed. The patient next con- 
sulted a second internist, complaining of partial 
loss of hair from the scalp and from the eyebrow 
regions. This internist, believing that the alopecia 
was a dermatological problem, referred him to a 
dermatologist for an opinion as to the etiological 
factor underlying the loss of hair. The dermatolo- 
gist noted that this patient’s alopecia had a “moth 
eaten” appearance so characteristic of secondary 
syphilis. From this observation, together with a 
high index of suspicion of secondary syphilis, he 
assembled the preceding facts. Based on the recent 
history, the clinical findings, and a high S.T-S. 
titer, a diagnosis of secondary syphilis was made. 
The route with its detours that this patient trav- 
eled in seeking a diagnosis for his ‘mysterious 
disease” is shown by the accompanying diagram. 

In fitting the pieces of the puzzle together, the 
sequence of diagnosis in retrospect, were: 

1) “Fissure in ano,” as diagnosed by the proc- 

tologist, was actually the primary lesion of 
syphilis, or the “chancre.” If a darkfuld ex- 


Maryland to see patients. 


2) “Measles” was really the macular eruption 
3) “Laryngitis and sore throat” was part of 


4) “Alopecia” was also a manifestation of sec- 
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QUESTION was raised recently as to the practicing of medicine in this state— 
on an “occasional” basis—by a physician not licensed in Maryland; that is, 
a physician who is licensed in an adjoining state who is brought in or comes to 


amination had been done at this time, the 
diagnosis of primary syphilis would have 
been established early. Since this patient no 
doubt was a homosexual, the anal canal area 
had been inoculated with Treponema palli- 
dum organisms. 


of secondary syphilis. 
the picture seen with secondary syphilis. 


ondary syphilis. 
1115 St. Paul Street 
Baltimore 2, Maryland 


Newly Licensed Physicians Gs 
At a reciprocity meeting on Octo- 
ber 4, 1960, the Board of Medical Ex- 
aminers licensed the following physicians 
to practice medicine and surgery in 
Maryland: 


Anders, Theodore Herbert, National Board 

Beckett, Jeanne Plunkett, Virginia 

Barnes, Henry Franklin, National Board 

Bresler, Arthur Samuel, National Board 

Brown, Edwin Merriman, National Board 

Cohn, Lee Stern, Louisiana 

Delahunty, John Ralston, Pennsylvania 

Dimitroff, Ann Rogers, National Board 

Gaarder, Kenneth Ray, Minnesota 

Heatwole, John Paul, Virginia 

Kirkpatrick, Joseph Francis, National 
Board 

Maas, James Weldon, Missouri 

Meagher, Ronald Paul, National Board 

Monroe, Russell Ronald, National Board 

Saducks, Ruth Owen, Michigan 

Weiner, Simon C., Dist. Colunibia 

Wenzlaff, Edward Frederick, National . 
Board 


The Attorney-General has ruled that this is permissible, provided that “. . . 
such practitioners shall not open an office or appoint places to meet their patients 
or receive calls within the limits of this State without complying with the provisions 
of this subtitle (licensing).”’ He has interpreted this to mean that a physician’s being 
on the staff of a Maryland hospital would fall within the meaning of “appoint 
places to meet their patients,” and would require a Maryland license in order to do 
so. It was also his interpretation that physicians who “occasionally” see patients in 
a Maryland hospital do not require a Maryland license to do so. 
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PARENS PATRIAE’ 


Basis for compulsory medical care for children 


T IS DESIRABLE that medical and surgical care 
FZ of the highest quality be available for every- 
one. Most persons, anxious to preserve their 
health and lives, not only want to have facilities 
available which will provide such care, but will 
readily make use of them when necessary. There 
are those, however, who, either because of re- 
ligious beliefs or philosophical ideas, or because of 
false impressions about the functions of medicine 
and surgery, reject all medical care and choose to 
live with or die from their ailments. Where an 


This article is based on a paper originally prepared 
for Professor L. W. Farinholt’s Seminar on Medico- 
Legal Problems at the University of Maryland School 
of Law. 

1. “In the United States, the state, as a sovereign— 
referring to the sovereign power of guardianship over 
persons under disability; such as minors, and insane 
and incompetent persons.” Black, Law Dictionary, 
ed. 4, 1951. 

2. Schmeltz v. Tracy, 177 A. 520, 119 Conn. 492 (1935) ; 
Pratt v. Davis, 224 Ill. 300, 79 N.E. 562; Mohr v. 
Williams, 95 Minn, 261, 104 N.W. 12; Estrada v. 
Orwitz, 75 Cal. App.2d 54, 170 P.2d 43 (1946). 

3. Compulsory medical treatment for children is, by no 
means, an isolated area of governmental regulation. 
Even as to competent, adult individuals, statutes exist 
in many states requiring, in effect, that they submit 
to medical examination and/or treatment under cer- 
tain circumstances. Complainants in personal injury 
litigation may be required to submit to examination 
or forego suit, (Rule 35, Federal Rules of Proce- 
dure; Rule 420, Maryland Rules of Procedure.) 
Modification of this requirement exists where the 
examination departs from the routine and involves 
breaking the skin or extracting fluids, tissues, etc. 
from the body, or where the examination techniques 
employed will be unduly painful or dangerous. 
(Carrig v. Oakes, 259 App.Div. 138, 18 N.Y.S.2d 
917 (1940); Barlotta v. Delco Appliance Corp., 254 
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Martin A. Dyer, LL.B. 


individual who is neither incompetent nor un- 
der any legal disability rejects medical care for 
himself, the law recognizes his right to do so. A 
physician or any other person who violates this 
right by treating him without his permission or 
against his will would be answerable in damages 
for assault and battery.? This right is not absolute, 
however, but is conditioned upon its not interfer- 
ing with the legal rights of others 

Applied to persons suffering under the legal 
disability of infancy, the problem is not so simple. 


App.Div. 809, 4 N.Y.S.2d 744 (1938) ; U.S. Fidelity 
and Guaranty Co. v. Wickline, 103 Neb. 681, 123 
N.W., 689 (1919).) Forty-seven states use chemical 
tests to aid in determining alcoholic content in the 
blood in cases involving charges of driving while 
under the influence of alcohol; of these, 23 sanction 
use of these tests by statute. (Breithaupt v. Abrham, 
352 U.S. 432, 77 S.Ct. 408 (1957).) 

In personal injury litigation, particularly work- 
men’s compensation cases, a plaintiff can be required 
to submit to medical treatment in order to mitigate 
his damages; he also may be required to submit to 
surgery if, under the circumstances, an ordinarily 
reasonable and prudent man would so submit. (United 
Rys. and Electric Co. v. Dean, 117 Md. 686, 84 A. 
75; Hendlers Creamery Co. v. Miller, 153 Md. 264, 
138 A. 1 (1927); Art. 101, Sec. 42 MD. CODE 
(1957) ; Bethlehem Steel Co. v. Ziegenfuss, 49 A.2d 
793 (Md., 1946) ; Kelson v. Star Electric Motor Co., 
15 N.J. Super. 565, 80 A.2d 656 (1951).) 

Laws exist in many states requiring persons hav- 
ing or suspected of having venereal disease or other 
contagious or infectious disease to submit to medical 
examination and treatment. (Application of Travers, 
48 Cal. App. 764, 192 P. 454 (1920); Ex parte 
Company, 106 Ohio St. 50, 139 N.E. 204 (1922); 
Huffman v. D.C., 29 A.2d 558 (1944).) 

Since the landmark case of Jacobson v. Mass., 197 
U.S. 11 (1905), there has ‘been no question of the 
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Such people are deemed incapable of making in- 
telligent and responsible decisions and are de- 
pendent upon others for their care and protection. 
Whether the dependency relationship is the nat- 
ural one of parent and child or the legally es- 
tablished one of guardian and ward, the custodian 
of a child is under a legal duty to preserve its 
best interests. 

It often happens, however, that the views of 
parents and guardians as to what is for the best 
interest of their child become peculiarly colored 
by their religious beliefs. Parents, recognizing the 
primacy of their duty to God, have sought to im- 
pose their religious views upon their children, for 
example, by refusing to obtain medical care for 
the child where the nature of the treatment indi- 
cated is contrary: to their religious practices. Ques- 
tion has arisen, therefore, as to whether a parent 
or guardian may make his legal duty to his child 
subservient to his moral or religious convictions 
by refusing to obtain medical care which would 
be contrary to his beliefs. Resolution of this ques- 
tion requires investigation of the problem of the 
extent to which the state, either exercising its 
right as parens patriae or invoking its police 
power, may compel persons to obtain medical 
treatment for children in their legal custody. 

The English common law regarded as sacred 
the parent’s right to the custody and care of his 
children. Interference with that right was toler- 
ated only in the most extraordinary circumstances. 
To do so usually required a showing that the par- 
ent, by his own immoral conduct, had become so 
unfit that his rights as a parent had been for- 


power of the state to enact compulsory vaccination 
laws. (See also Zucht v. King, 260 U.S. 174 (1922) 
and Art. 43, Secs. 73 and 74, MD. CODE (1957).) 
By analogy to the principle which sustains compul- 
sory vaccination, compulsory eugeniic sterilization laws 
were held valid in Buck v. Bell, 274 U.S. 174 (1922) ; 
at least 28 states now have such laws covering a 
variety of “abnormal” persons from the “feeble- 
minded,” “mentally defective,” and “epileptic” to the 
“habitual sex criminal.” 

In re Goldworthy, 2 Q.B.D. 75 (1876); In re Agor 
Ellis, 24 Ch. Div. 317 (1883). 

Regina v. Wagstaffe, 10 Cox. C.C, 530 (1868). 

31 and 32 Vict., c. 132, sec. 37. 

. 12 B. 283 (1899). 

Determining criminal liability of a parent or guard- 
ian for failing to provide medical attention for a 
child necessitates consideration of the following ques- 
tions: (1) whether such failure falls within the 
terms of a criminal statute; (2) whether the person 
charged with the offense was under a duty to furnish 


feited.* At no time, however, does it seem that 
parental rights were regarded as so absolute as 
not to be subject to state intervention and control. 
Quite early in its history, the common law made 
it a misdemeanor for a parent to neglect to fur- 
nish necessities, including medical care, for his 
child. So fundamental was this common law rule 
that England, in 1868, enacted a statute making 
it criminal neglect for a parent to fail to provide 
medical care if such failure was likely to in- 
juriously affect his child’s health.* On the strengtl: 
of the common law doctrine and this statute, a 
manslaughter conviction against a father who be- 
longed to a faith healing cult was sustained in 
Regina v. Senior.” The court held that the statute 
supplied the necessary criminal intent that had 
been lacking at common law. 

Following the example of this English statute, 
many states in this country have enacted statutes 
making it a crime for a parent to neglect or re- 
fuse to provide necessaries for his minor chil- 
dren. These laws vary in their wording from 
those requiring generally the furnishing of ‘‘main- 
tenance and support’® to those requiring explicity 
that proper medical care be provided the child.” 
Even when the language of the statute does not 
specifically require the furnishing of medical 
care, however, they have been construed to cover 
that situation." 

The statutes attack the problem of medical care 
for children from two different approaches: (1) 
they empower juvenile courts to remove a child 
from the custody of its neglectful parents; and 
(2) they provide for criminal prosecution of the 


medical care; (3) whether the medical attendance 
was necessary; (4) whether the failure to provide 
medical care was the proximate cause of the child’s 
death (in cases where the child dies) ; (5) whether 
medical aid given was sufficient or timely; and (6) 
whether there was an excuse or justification for the 
failure which was legally sufficient. See Sion v. State, 
116 Ga. 605, 42 S.E. 1013; People v. Pierson, 176 
N.Y. 201, 68 N.E. 243; Westrup v. Comm., 123 Ky. 
95, 93 S.W. 646; Bradley v. State, 79 Fla. 651, 84 S. 
677; Craig v. State, Md., 155 A.2d 684 (1959). 

9. eg. ALA. CODE, 1940, Title 34, sec. 90; KAN. 
GEN. STAT., 1949, sec. 21-442; REV. STATS. 
MAINE, 1944, ch. 525, sec. 1. 

10. eg. IDAHO CODE, 1947, sec. 18-401(2); MINN. 
M.S.A. 617-56; REVISED CODE MONTANA, 
1947, sec. 94-301. 

11. e.g. State v. Moran, 99 Conn, 115, 121 A. 277 (1923) : 
People v. Booth, 390 Ill. 330, 61 N.E.2d 370 (1945) ; 
State v. Craig, supra, n. 8. 
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parents."Of these two procedures, it is apparent 
that the former is the only one which can provide 
any affirmative protection for the child. Criminal 
prosecution of the parents is an ex post facto act 
which punishes the parents for their failure to 
perform a legal duty. It in no way benefits the 
child, especially if the child has died because of 
parental neglect. 

Although the inherent jurisdiction of the equity 
court in such cases is recognized, most jurisdic- 
tions have enacted statutes creating special courts 
to deal with children and giving these courts pow- 
er to determine custody of a child when such an 
issue is placed before them. These courts may be 
designated as special juvenile courts, domestic re- 
lations courts, or, as in Maryland, juvenile de- 
partments of courts of general jurisdiction. — 

By statute, these courts are uniformly given 
power to award the custody of children who are 
“delinquent, dependent or neglected” to such per- 
sons or institutions as they may deem proper. The 
procedure is basically simple: a petition is filed 
in the court alleging that a specific child is being 
neglected and stating the basis for such allega- 
tion; on the basis of this petition, the court de- 
cides whether or not it has jurisdiction and, 
deciding that it does, conducts a hearing to de- 
termine the question of neglect; if the court de- 
termines the child to be neglected, an order is 
issued committing the child to a guardian who is 
authorized to consent to the medical care deemed 
necessary. In reaching a decision, the court has 
at its disposal social and medical data reports 
compiled by the Department of Public Welfare 
and has access to other medical opinion. 

It is usual in such cases that a conference be 
held with the dissenting parents in an effort to 
persuade them of the value and importance of 
their child’s obtaining medical attention. Only 
where such efforts fail does the court overrule 
the parents’ objections and enter an order com- 
mitting the child. Where failure to provide medi- 
cal care is the only basis for the finding of neglect, 
the commitment is usually a temporary one; that 
is, after the needed medical treatment has been 
provided, custody of the child usually reverts to 
the parents without further court action. 


12. Roth v. House of Refuge, 31 Md. 329 (1869). 

13. Ross v. Pick, 199 Md. 341, 86 A.2d 463; Art. 26, 
Sec. 51, MD. CODE (1957). 

14. Supra, n. 8. 
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THE SITUATION IN MARYLAND 


Both by statute and case law, Maryland recog- 
nizes parents as the natural guardians of their 
minor children and that as such, they are entitled 
to their care and custody.” As do all other states, 
however, Maryland recognizes that this is only a 
qualified right which may be forfeited when the 
parents become unfit to retain custody or when 
exceptional circumstances make custody by the 


parents detrimental to the best interests of the- 


child.” 

Article 26, Section 51 of the 1957 Maryland 
Code gives the circuit court of each county juris- 
diction in “juvenile causes.” Section 52 of that 
Article defines a “neglected child” as a child “(4) 
whose parents, guardian or custodian neglects, re- 
fuses, when able to do so, to provide necessary 
medical, surgical, institutional or hospital care for 
such child. . . .” By Article 26, Section 53, the 
judge of the Juvenile Court is given “original, 
exclusive jurisdiction” both over the child who 
is “dependent, delinquent, neglected or feeble- 
minded” and over the parent who contributes to 
or causes the child to be brought within the 
jurisdiction of the court. Finally, Section 55 of 
the same Article provides for the imposition of 


criminal sanctions upon persons found guilty of __ 


violating Section 53. 

Although Article 26 frequently has been in- 
voked as the basis for removing a child in need 
of medical care from the custody of its parents, 
there is little Maryland case law which interprets 
and defines the scope of the statute in this appli- 
cation. Newspaper reports indicate that several 
petitions for change of custody of children on 
grounds of parental failure to provide needed 
medical care have been heard and approved by 
the Juvenile Court. Until recently, however, none 
of these cases was ever appealed; thus, no written 
opinions had been given by the Juvenile Court. 

The only case, thus far, to have reached the 
Court of Appeals of Maryland is Craig v. State." 
This case did not involve removal of children 
from parental custody because of the parents’ fail- 
ure to provide medical care, but was a prosecu- 
tion for involuntary manslaughter. The Craigs 
had failed to provide antibiotics and other needed 
drugs during the early stages of their six-month- 
old child’s illness. Eighteen days later, the child 
died of pneumonia, and the Washington County 
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Circuit Court convicted the parents of involuntary 
manslaughter. Although this judgment was re- 
versed on appeal, the reversal -was based solely 
upon the holding of the Court of Appeals that 
the State had failed to prove that gross negligence 
of the parents was the proximate cause of the 
child’s death. Answering several other questions 
presented on appeal, the Court proceeded to con- 
strue the Maryland statute, holding: (1) that 
Maryland law implies a parental duty to provide 
medical care for children and that neither religion 
nor prayer is a legal substitute for medical care; 
(2) that religious freedom of the parents is not 
violated by compelling them to obtain such medi- 
cal care, contrary to the teachings of their re- 
ligion; and (3) that the statute does not deprive 
the parents of either due process of law or the 
equal protection of the law guaranteed by the 
fourteenth amendment. 


In reaching the conclusion that failure of par- 
ents to provide medical care for their ill minor 
children constitutes neglect, the Court relied upon 
Article 72, Section 1 of the 1957 Code, which 
provides that the mother and father are jointly 
and severally charged with the “support, care, 
nurture, welfare and education” of their minor 
children. While this statute does not mention 
medical care in specific terms, the Court held that 
it is embraced within the scope of the language 
used. This statute, the Court reasoned, imposes a 
legal duty upon the parents, non-performance of 


which may constitute involuntary manslaughter 


should the child die as a result of such neglect. 
Although the Court preferred to use this statute 
as the basis for an inference that a legal duty to 


provide medical care is imposed upon parents, it - 


might also have relied upon Article 26, Sections 
52(f) and 53 which, read together, seem ex- 
plicitly to impose a duty upon parents to. provide 
medical care. That Maryland does recognize the 
existence of such a duty is clear from this deci- 
sion, however. 


CRITERIA ESTABLISHED BY JUDICIAL DECISIONS 


Although most states now have statutes pro- 
viding, expressly or implicitly, that failure to pro- 


15. 96 PaSt, 112 (1880). 
16. In re Tuttendario, 23 Pa.Dist. R. 561 (1911). 
17. People v. Pierson, 176 N.Y. 201, 68 N.E. 243 (1903). 
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vide medical care for an ill child is neglect and 
results in civil or criminal liability or both, none 
of these statutes provide any criteria by which the 
court is to determine when medical care is to be 
deemed necessary. This determination apparently 
has been left within the discretion of the court. 
Recourse must be had, then, to the relatively 
small body of judicial decisions in this area in 
order to determine just what factors have in- 
fluenced the courts in deciding whether parental 
failure to provide medical care warrants removal 
of the child from their custody or, in the event 
of the child’s death, warrants prosecution for 
manslaughter. 

Perhaps the earliest American case in which 
the question of parental responsibility to provide 
medical care for minor children was presented is 
Heinemann’s Appeal.* A Pennsylvania Orphans 
Court had entered an order depriving a father of 
the custody of his two children and appointing 
a guardian for them. This order was based on 
evidence that, in the preceding months, the wife 
and three children had died from diphtheria and 
that the father had refused to allow medical treat- 
ment, but had treated them himself by piercing 
the skin with needles and rubbing it in an irritat- 
ing oil. The father challenged the court’s order, 
but without success. In a later Pennsylvania 
case,!® however, the court refused to order an 
operation to straighten the deformed legs of a 
child. Although the court spoke of not having 
adopted as public policy the Spartan rule that 
children belong not to their parents but to the 
state, it was probably less influenced by such no- 
tions of public policy than by the fact that per- 
formance of the operation involved considerable 
risk for the child. Moreover, medical testimony 
had indicated that the child’s condition did not 
seriously threaten its life. 

A New York case,!” decided in 1903, formu- 
lated the rule that a parent must use reasonable 
discretion in nurturing his child; that where an 
ordinary and prudent person, solicitous of the 
welfare of his child, would furnish medical treat- 
ment to cure its ills, then such treatment is re- 
quired and an omission to provide it would be 
a public wrong correctible or punishable by the 
state. Within a relatively short time after this de- 
cision, two other cases reached the stage of ap- 
pellate review in New York. Both cases required 
the construction and application of the state’s 
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Children’s Court Act, which provided that a neg- 
lected child was one “whose parents, guardian or 
custodian neglects or refuses, when able to do 
so, to provide necessary medical, surgical, institu- 
tional or hospital care for such child . . .” The 
statute further provided that the court could cause 
the child to be examined by a physician appointed 
by the court and that if the child appeared to the 
court to be in need of medical or surgical care, 
it could make an order for such treatment. In 
the first of these cases,!* a father refused to con- 
sent to an operation to correct a malignant growth 
in the child’s left eye. Medical information dis- 
closed that the child was suffering with glioma, 
which, if not removed, would probably result in 
the child’s death. The chance was excellent for a 
successful operation. Statistics showed that a cure 
had been effected in about fifty per cent of such 
cases. The only ground for the parents’ objection 
to the operation was their belief that God had 
given them the child and could do as He liked 
with it. Affirming the trial court’s order that the 
operation be performed, the Appellate Division 
held the New York statute to be constitutional, 
stating: 
“The law is not only zealous in the protection 
of civil rights of infants, but has a special 
regard for the moral care, training and 
guidance of children . . . [and] its beneficence 
extends also to conservation of the health of 
children, their physical well-being, as well as 
‘the preservation of their lives. If parents or 
guardians neglect their duty in respect to any 
one of these obligations, the state . . . through 
its laws, intervenes.” 

In the second case,® the court, acting under the 
same statute, held that it acquired jurisdiction 
under a petition of the child’s mother alleging 
that her child was being neglected. The child was 
suffering from a progressive deformity resulting 
from an attack of poliomyelitis. For unstated rea- 
sons, the father objected to the operation neces- 
sary to correct this condition. After medical 
testimony that left no doubt as to the success of 
the operation, the court ordered commitment of 
the child and performance of the operation despite 
the father’s objections. 


18. In’ re Vasko, 238 App.Div. 128, 263 N.Y.Sup. 552 
(1933). 

19. In re Rotkowitz, 175 Misc. 948, 25 N.Y.S.2d 624 
(1941). 

20. In re Seifert, 309 N.Y. 80, 127 N.E.2d 820 (1955). 
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in 1955, another case was appealed to the New 
York Court of Appeals.2° Proceedings had been 
initiated to transfer the custody of a fourteen- 
year-old boy afflicted with a harelip and cleft 
palate from his parents to the Commissioner of 
Social Welfare, in order to obtain consent to per- 
form corrective surgery. The child’s father op- 
posed the operation because he believed that 
mental healing through operation of the “forces 
of the universe” upon the body would cure the 
child’s sickness. The child had been so thoroughly © 
indoctrinated with his father’s peculiar views, and 
fear of surgery had been so deeply inculcated, 
that medical authorities feared that postoperative 
therapy would be difficult. Ultimately, the order 
of the Children’s Court dismissing the petition 
and refusing to compel the child to submit to 
surgery was affirmed by the Court of Appeals. 
In reaching this decision, the Appellate Court 
sustained the finding of the Children’s Court that 
the following factors were controlling: (1) the 
child was extraordinarily intelligent and mature; 
(2) even after the beneficial results of the op- 
eration had been demonstrated to him, the child 
still rejected it; (3) the child had a deeply-rooted 
fear of surgery; (4) a plastic surgeon testified 
that the operation was not emergent, although it 
was desirable and would become increasingly - 
more difficult to perform as the child grew older; 
(5) the operation probably could still be per- 
formed, although with a considerably smaller de- 
gree of success, after the boy had reached adult- 
hood and could decide for himself what to do; 
and (6) the child had made a healthy emotional 
and social adjustment to his handicap. 
One of the judges entered a dissenting opinion 
of considerable length in which he stated: 
“". . it is the court which has a duty to 
perform ... and it should not seek to avoid 
that duty by foisting upon the boy the ulti- 
mate decision to be made. Neither by statute 
nor decision is the child’s consent necessary 
or material, and we should not permit his 
refusal to agree, his failure to cooperate, to 
ruin his life, and any chance for a normal, 
happy existence; normalcy and happiness, 
difficult of attainment under the most propiti- 
ous conditions, will unquestionably be im- 
possible if the disfigurement is not remedied.” 
Although this dissent contains many basic as- 
sumptions which are highly debatable, the legal 
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principles it enunciates are fundamentally the 
same as those stated by other: courts which have 
considered the problem. While the majority 
opinion rejected the petition for transfer of cus- 
tody, it recognized, by implication, that a physical 
defect will warrant remedial intervention against 
the wishes of the child’s parents when such de- 
fect appreciably impairs a function of great 
significance in the child’s emotional, social, or 
economic life. It was because the court realized 
that denial of the petition would not have such 
an effect in this particular case and because of 
the anticipated adverse psychological reaction of 
the child that the court decided against interven- 
tion. 

Another significant case was decided by the 
Washington Court of Appeals in 194222 A 
twelve-year-old girl was suffering from a con- 
genitally deformed arm, which caused overwork- 
ing of her heart and gradual deformation of her 
chest and spine. During the hearing on a petition 
to remove the child from custody of her parents 
in order that corrective surgery might be per- 
formed, medical testimony was given that amputa- 
tion, the only known treatment, involved consider- 
able risk to the child. Nevertheless, the experts 
recommended that the operation be performed. 
Except for their refusal to submit the child to 
the operation, the parents were not found to be 
unfit for the custody of the child; and the Juve- 
nile Court, while permitting them to retain cus- 
tody, entered an order for amputation of the arm. 
This decision was reversed on appeal because of 
the lower court’s failure to make a technically 
correct finding as to the unfitness of the parents 


to retain custody of the child. Despite the techni-. 


cal grounds upon which this decision was re- 
versed, it seems clear that a consideration of no 
small importance to the Appellate Court was the 
great danger which surgery would entail. 
Mitchell v. Davis*® occurred in Texas in 1947. 
The mother of a child afflicted with arthritis and 
rheumatic fever, which were causing gradual de- 
terioration of the child, refused to allow recom- 
mended orthopedic treatment. Instead, she chose 
to rely entirely upon the effects of faith, prayer, 


. In re Hudson, 13 Wash.2d 673, 126 P.2d 765 (1942). 

. 205 S.W.2d 812 (Tex., 1947). 

. 252 S.W.2d 97 (Mo.App., 1952). 

. 411 IM. 618, 104 N.E.2d 769, cert. denied, 344 U.S. 
824 (1952). 


and home remedies. Petition was filed in the 
Juvenile Court asking that the child be committed 
as neglected and that necessary treatment be or- 
dered. In granting the petition, the Court pro- 
nounced as immaterial the fact that the necessary 
treatment might conflict with the religious beliefs 
of the mother and held that the intervention of 
the state was justified whenever such beliefs were 
expressed in improper action adversely affecting 
the child. 

A similar result was reached in Morrison v. 
State,* where a twelve-day-old infant with eryth- 
roblastic anemia was threatened with death unless 
a blood transfusion could be administered. The 
child’s father objected to the transfusion on re- 
ligious grounds. Overriding his objections, the 
Missouri Supreme Court affirmed a lower court 
decision declaring the child neglected within the 
meaning of the state statute and authorized per- 
formance of the transfusions. Holding that medi- 
cal treatment is a necessity owing from parent to 
child, the court stated: 

“We believe that every human being is en- 
dowed by God with: the inalienable right to 
live. The fact that the subject is the infant 
child of a person who arbitrarily puts his 
own ideological belief higher than his duty 
to preserve the life of his child, cannot pre- 
vail over the considered judgment of an 
entire people . . . The other inalienable 
rights, liberty and the pursuit of happiness, 
are of no benefit to a dead baby.” 

Of all the cases involving this problem, how- 
ever, none assume a greater importance than 
People ex rel. Wallace v. Labrenz,* in which 
appointment of a guardian and transfer to him 
of the custody of an infant child were sought. 
The petition was based on the parents’ refusal to 
permit the child to receive a blood transfusion 
for correction of a rare blood disease which, 
otherwise, was certain to be fatal or to cause 
permanent injury. The parents refused consent 
to the operation on the grounds of their sincere 
belief as Jehovah’s Witnesses that blood trans- 
fusions were forbidden by the Scriptures. Under 
a state statute providing for commitment of de- 
pendent and neglected children, the court held 
that the child was neglected. A guardian was ap- 
pointed. and authorized to consent to the opera- 
tion. The Court entertained no doubt that a child 
whose parents were deliberately depriving him of 
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life, for. whatever reason, was a neglected child 
within the meaning of the statute. 

Viewing the composite of these cases, one may 
deduce that the following factors have been of 
importance to the various courts in deciding 
whether or not parental failure to provide medi- 
cal care for their child constitutes: neglect within 
the meaning of the statute and justifies commit- 
ment of the child and entry of an order that the 
indicated medical treatment be provided: 

(1) The court considers whether the failure to 
provide the medical treatment will probably re- 
sult in the death, gross deformity, or mental in- 
competence of the child. If the child’s life is at 
stake, courts almost always overrule parental ob- 
jections and order the needed care. If some lesser 
degree of peril is involved or if no present emer- 
gency exists, the courts will sometimes refuse to 
intervene. More often than not, however, even 
where the court finds that no imminent danger 
threatens the child’s life, it will, nevertheless, find 
that the danger of gross deformity or mental 
incompetence which might result from failure to 
obtain the needed treatment is sufficient basis to 
sustain a finding of neglect. 

(2) The court considers, also, whether the 
treatment itself will involve any risk to the life 
or health of the child. If the risk that the treat- 
ment may not be successful is substantially great 
and may cause the child’s death or a more severe 
handicap than existed prior to the operation, 
courts are disinclined to interfere with the con- 
sidered judgment of the parents. In such cases, 
the parents are allowed a great degree of discre- 
tion in deciding whether or not to submit the 
child to the risk. If, however, the prognosis for 
recovery is favorable, and all other factors are 
favorable, the courts will not hesitate to order 
treatment. 

(3) Some consideration is given to the ques- 
tion of whether the treatment might be expected 
to have an adverse psychological effect upon the 


25. The power of the court to intervene and order medi- 
cal care for a minor child may include treatment for 
mental or emotional ills as well as purely physical 
ailments. In re Weintraub, 166 Pa. Super. 342, 71 
A.2d 823 (1950), where a delinquent child was com- 
mited for psychiatric treatment over the parent’s ob- 
jections; and In re Carstairs, 115 N.Y.S.2d 314 
(1952), where the court remanded a child to a hos- 
pital for psychiartic study, the parents having 
neglected to do so. 

26. Supra, n. 24, 
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child. At least one case indicates that where 
such a possibility exists, the court will not order 
treatment over the parents’ objection. 

(4) While the parents are allowed considerable 
discretion in their custody, care, and control of 
their children, and courts will always give their 
rights as parents every consideration, even greater 
importance is attributed to the right of the child 
to live and, whenever possible, to live a healthy, 
happy, and useful life in which he can be eco- 
nomically self-supporting. Generally, a parent is. 
not permitted to allow his own personal convic- 
tions to cause the death of his child or to ruin 
his child’s chances for a normal life. 

(5) The state’s interest in seeing that children 
become normal, useful citizens rather than public 
wards will override parental rights if parental 
action is detrimental to the child’s health and wel- 
fare. Such conduct by the parent is construed to 
be not only a wrong against the child but also 
a public wrong.® 

These are merely general considerations. No- 
where else are cases more highly individualized 
than in this area, and nowhere else is the necessity 
for deciding each case on its particular facts more 
important. The slightest variation of facts in one 
case may justify a result completely different 
from that reached in another. Only one general 
proposition may be stated with certainty: courts — 
will not tolerate abuse or neglect of children. The 
state, through its courts of law, jealously protects 
its youth. 


CONSTITUTIONALITY OF STATUTES REQUIRING 
MEDICAL CARE FOR CHILDREN 


Usually, the facts in a typical case involving 
compulsory medical care for children boldly 
present the constitutional objection which has 
been most frequently asserted against the exercise 
of such power by the state: where religious 
scruples are the basis for parental refusal to sub- 
mit their child to medical care, is it not a denial 
of religious freedom, guaranteed by the Federal 
Constitution, to order medical treatment contrary 
to the wishes of the parents? As many times as 
this question has been ruled upon by state ap- 
pellate courts, never has it reached the Supreme - 
Court of the United States. Only once has a 
dissenting parent filed a petition for certiorari, 
and that was denied.** The state courts which have 
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considered the question have generally answered 
the constitutional objections adequately, however. 

The first amendment to the ‘Constitution for- 
bids Congress to make any law respecting the 
establishment of religion or prohibiting the free 
exercise of religion. The fourteenth amendment 
has been construed by the Supreme Court as 
making the provisions of the first amendment 
equally applicable to the states. Courts in this 
country have, in general, recognized that religious 
freedom comprehends two separate concepts: (1) 
freedom to believe and (2) freedom to act. With- 
out exception, freedom of religious belief is held 
to be absolute, subject to no restraints by the 
state. Freedom to act upon one’s religious belief, 
however, is regarded as subject to regulation for 
the protection of: society.27 The state is charzed 
with the duty not only to preserve individual 
liberties guaranteed by the Constitution, but also 
to protect society in general from danger.*® Where 
one’s exercise of his personal rights unduly in- 
terferes with the legal rights of others, it is 
generally agreed that some form of restriction 
upon personal action is in order. 

When the state enacts laws to protect the pub- 
lic health, welfare, and safety, it is said to be ex- 
ercising its “police powers.” Although the police 
power of the state no longer seems to be subject to 
serious controversy, problems still arise occasional- 
ly as to scope and extent of that power. General- 
ly, laws enacted pursuant to the police power of 
the state are accorded liberal construction.2® The 
only significant limitation imposed upon the state 
in this respect is that such laws must not be so 
unreasonable and extravagant as to interfere un- 
necessarily and arbitrarily with the property and 
personal rights of citizens2® Whether or not a 
state law is invalid because it violates this limita- 
tion can be determined only on a case-by-case 
basis. 

Uniformly, states which have considered the 
constitutional objections raised against laws im- 
posing a duty upon parents to provide medical 


. Reynolds v. U.S., 98 U.S. 145, 25 L.Ed. 244. 

. In re Rotkowitz, 175 Misc. 948, 25 N.Y.S.2d 624, 625. 

. Little v. D.C., 62 A.2d 874, aff'd, 178 F.2d 3, 85 U.S. 
App.D.C, 242, aff’d. 70 S.Ct. 468, 339 U.S. 1; State 
v. Vachow, 101 A.2d 509, 140 Conn. 478. 

. Hitchcock v. Collenberg, 140 F.Sup. 894, aff’d. 77 
S.Ct. 679, 353 U.S. 919. 

. Supra, n. 8. 

. Supra, n, 24. 


care for their minor children and providing im- 
plementary procedures to assure that abuses of 
this duty are corrected, have held enactment of 
such laws to be within the power of the state and 
not violative of the petitioner’s religious freedom 
or any other constitutional rights. Such was the 
holding of the Maryland Court of Appeals in 
State v. Craig,*! where, answering the contention 
that the defendant’s freedom of religion had not 
been respected, the Court said: 


“In prosecuting for the breach of a duty im- 
posed by statute to furnish necessary medical 
aid to a minor child, the particular religious 
belief of the person charged with the offense 
constitutes no defense. He cannot, under the 
guise of religious conviction, disobey the laws 
of the land made for the protection of the 
health and safety of society. 


The state of Maryland . . . is vitally con- 
cerned with the health and safety of its chil- 
dren and in the obedience of its citizens to 
its laws. The appellants were, and are, at per- 
fect liberty to'believe in the religion of their 
selection; they may pray, anoint, and call in 
the Elders of their Church in case of sick- 
ness of their minor children; but they, like 
all parents, must also obey the mandate of 
Article 72A, Section 1, by providing med- 
ical aid when the circumstances properly call 
for the same.” 


In People ex rel. Wallace v. Labrenz,® the Su- 
preme Court of Illinois answered the religious ob- 
jection in much the same way as the Maryland 

- Court: 


“Concededly, freedom of religion and the 
right of parents to the care and training of 
their children are to be accorded the high- 
est possible respect in our basic scheme. But 
‘neither the rights of religion nor rights of 
parenthood are beyond limitation’ . . . Indeed, 
the early decision in the Reynolds case, up- 
holding a Mormon’s conviction for bigamy 
against the defense of interference with re- 
ligious freedom as guaranteed by the first 
amendment, leaves no doubt about the valid- 
ity of the action taken here. The following 
language of the opinion is of particular in- 
terest: ‘Laws are made for the government 
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of actions, and while they cannot interfere 
with mere religious belief and opinions, they 
may with practices. Suppose one believed 
that human sacrifices were a necessary part of 
religious worship; would it be seriously con- 
tended that the civil government under which 
he lived could not interefere to prevent a 
sacrifice? Or if a wife religiously believed 
that it was her duty to burn herself upon the 
funeral pile of her husband, would it not 
be within the power of the civil government 
to prevent her carrying out her belief into 
practice?’ ” 


The decisions of the state courts in these cases 
and in other similar ones find their bases in de- 
cisions of the Supreme Court of the United States 
in related areas. Two landmark decisions by the 
Supreme Court enunciate the principles usually 
invoked to sustain governmental regulation for 
the protection of public health and safety. The 
first case * presented the question of the power 
of the state to compel vaccination of its inhabi- 
tants. In the second case,** eugenic sterilization 
of a mental defective was held not to be a denial 
of substantive due process. In each of these cases, 
the decision was rested on the police power of 
the state. In each, the Supreme Court held that 
public health or welfare would be served by the 
statutes in question and that a public good could 
be shown which would empower the state to sub- 
ordinate the rights of the individuals involved to 
the public purpose to be accomplished. 

Most directly in point, however, is the language 
of the Supreme Court in Prince v. Massachu- 
setts,55 where the Court was considering the con- 
viction of a Jehovah’s Witness for allowing her 
minor ward to sell religious articles on the street 
in violation of a local statute which prohibited 
children under certain ages from. selling mer- 
chandise in public places and provided penalties 
for those who furnished any article to a minor 
for sale. Holding that this statute did not abridge 
freedom of religion, the Supreme Court made the 
following comments which seem applicable, with 
equal force, to the question of the constitutionality 
of statutes providing for compulsory medical care 
for infants. 


33. Jacobson v. Mass., 197 U.S. 11 (1905). 
34. Buck v. Bell, 274 U.S. 200 (1927). 
35. 321 U.S. 158, 64 S.Ct. 438 (1944). 
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“But the family itself is not beyond regula- 
tion in the public interest, as against a claim 
of religious liberty. And neither rights of re- 
ligion nor rights of parenthood are beyond 
limitation. Acting to guard the general in- 
terest in youth’s well being, the state as 
parens patriae may restrict the parent’s con- 
trol by requiring school attendance, regulating 
or prohibiting the child’s labor, and in many 
other ways. 


“The state’s authority over children’s activi- 
ties is broader than over like actions of 
adults . . . A democratic society rests, for its 
continuance, upon the healthy, well-rounded 
growth of young people into full maturity 
as citizens, with all that implies. It may se- 
cure this against impeding restraints and 
dangers within a broad range of selec- 


The Court also makes this comment -in its 
opinion: 


“The right to practice religion freely does 
not include liberty to expose the community 
or child to communicable disease or the lat- 
ter to ill health or death . . . Parents may be 
free to become martyrs themselves. But, it 
does not follow that they are free, in identical 
circumstances, to make martyrs of their chil- 
dren before they have reached the age of 
full and legal discretion when they can make 
that choice for themselves.” 


Thus, although the precise question has never 
been decided by the Supreme Court, the result 
seems a foregone conclusion, assuming indeed 
that the Court should ever accept a petition for 
certiorari filed by a parent who feels that requir- 
ing him to obtain medical care for his minor child, 
contrary to the tenets of the parent’s religion, is 
an abridgement of religious freedom. 


erick, Washington, and Allegany-Garrett Heart 
Association, will be held January 25, 1961, in. 


WESTERN MARYLAND HEART PROGRAM 
postgraduate session, sponsored by the Fred- 
Hagerstown. The one-day program is intended pri-. 
marily for general practitioners: 


COMPONENT MEDICAL SOCIETIES 


ALLEGANY-GARRETT COUNTY MEDICAL SOCIETY 
LESLIE E. DAUGHERTY, M.D. 


Journal Representative 


$20,091.22 SPENT ON PUBLIC AID 


The Health Research and Services Foundation 
of County United Fund has reported a sum of 
$20,091.22 expended for services to the public 
in Allegany County and in Mineral County, 
W. Va. 

Cases aided were: heart—six, cost—$197.64; 
cancer—four, cost—$1,365.93; polio—three, cost 
—$2,100; tracheotomy—one, cost—$390; paral- 
ysis—one, cost—$240; braces and supports—four, 
cost—$111; ambulance service—three, cost— 
$150; wheel chairs—two, cost—$190. 

Twelve other cases—$170; monthly tumor 
clinic—$781.95; polio vaccine project in Mineral 


County—$3,906; two cardioscopes (heart equip- 
ment) for Memorial and Sacred Heart Hospitals 
—$5,300; one portable baby incubator for Me- 
morial Hospital—$188.70. 

In addition to these services, the Research Com- 
mittee, headed by Royce W. Hopces, M.D., has 
made a $5,000 research grant to the University of 
Maryland School of Medicine. 


The faculty of vision was probably the 
greatest single factor in the evolution of man. 
The earthworm was the first creature to 

see. 
—Sir Duke-Elder 


DR. WALTERS TO SERVE IN HAITI 


Hixpa JANE Watters, M.D., who has prac- 
ticed medicine and surgery in Frostburg since 
1941, left November 1 for Haiti. As a member 
of the MEDICO team, she will spend a year 
there, working as a surgeon in St. Antoine Hos- 


pital at Jeremie. Among her duties will be to as- 


sist in the training of hospital personnel. 

As the work is voluntary, MEDICO will pay 
for her transportation and her room and board 
and will allow her a small stipend each month 
for incidentals. 

Ninety per cent of the people in the area where 
Dr. Walters will work are illiterate. The average 
income of these people is about $75.00 a year, 
and many have never seen a medical doctor. 

The hospital where Dr. Walters will work was 


set up by the Marines in the middle 1930’s. It is _ 


now owned by the Haitian government, but has 
no staff, trained help, nor money to operate it. 
MEDICO will teach the native graduates of the 


medical school on the island, and two native grad- 
uates will serve as internes. Other medical per- 
sonnel from the United States will spend from 
one to three months at the hospital instructing 
in medicine, pediatrics, and obstetrics. 
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PERSONALS 

Tuomas F. Lewis, M.D., spoke before the 
Luther League of St. Paul’s Lutheran Church, 
Cumberland. He showed a film titled “Never 
Alone,” after which he conducted a question and 
answer session on cancer. 

CoLoneEL J. NorMAN REEVES, formerly of 
Westernport, has been assigned to the Loring 
Air Force Base, in Maine, where he is commander 
of the base hospital. Colonel Reeves recently visit- 
ed his brother, RayMonp W. Reeves, M.D., in 
Westernport. 

Dr. AND Mrs. J. K. Rozum, Coral Gables, 


Florida, were recent visitors in Cumberland. Dr. 
Rozum is a former resident of Cumberland. 

Rosert Feppis, M.D., was guest speaker at the 
October meeting of the Allegany-Garrett County 
Medical Assistants, held at the Cumberland Shrine 
Club. He told them about his native country, Ire- 
land, and illustrated his talk with slides. 

W. Royce Hopces, M.D., is a member of the 
recently organized 2-22 Soaring Group of Alle- 
gany Aircraft Service, Inc., in Cumberland. 

James A. SteGMAIER, M.D., Cumberland, re- 
turned from a two week moose hunting trip in 
Canada. 


BALTIMORE CITY MEDICAL SOCIETY 
CONRAD ACTON, M.D. 


Journal Representative 


The Baltimore City Medical Society’s 1960-61 
season began in a changed Osler Hall on Friday, 
October 7. This was the second night that the hall 
had been used, another group, which met the night 
before, having christened the remodeled room. 
Now, with seats facing east and west and with cor- 
rugated, movable partitions and soundproofed ceil- 
ing, the new Osler Hall is an attractive and acous- 
tically better meeting place. The fluorescent light- 
ing is a vast improvement over the previous glare. 
An occasional mosquito came out to see what was 
going on, substantiating the legend of a copious, 
fresh water spring deep in the basement. 

At the opening of the meeting, a small handful 
of members (approximately 37) were on hand to 
vote on 27 active and 78 associate candidates for 
membership. 

President Everett Dices, M.D., moved directly 
on to the program by introducing Mr. Joun C. 
Post, president of Professional Business Manage- 
ment, Inc., of Washington, D. C., who was to 
moderate the program. Mr. Post introduced his 
panel, which was called upon to act as a doctor’s 
doctor for physicians’ business ills. Office layout, 
in particular, was the theme, and he referred to 
publications he could recommend for the best 
functional design of professional offices. 
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Mr. Pavut H. Geter, also from Washington, 
D. C., was the first panel member. He described 
errors he had found in some medical office ar- 
rangements, but he tactfully assured us that it 
wasn’t the offices of any members present that 
he would talk about. “Let us say it is your col- 
league’s office,” he suggested. He touched on such 
considerations as placement of secretaries, where 
to hang overcoats, preferences for sofas versus 
chairs, and various stumbling blocks, such as mis- 
placed coffee tables, which impede progress 
through an office or waiting room. MR. GEIER 
recommended that furnishings be placed conven- 
iently for the type of practice expected. He re- 
assured the doctors that they can’t have enough 
storage space. A corridor that was wider than 
usual at its far end had proved practical in the 
offices of many of his clients. Doors, he pointed 
out, should open to conceal an examining table, 
not to expose it. Supplies should be kept available 
for use where they are needed to avoid wasting 
time in going after them. Where more than one 
examining room is used by a doctor, arrangements 
for showing his whereabouts to his aides could be 
time-saving. 

The second participant on the panel was Mr. 
WILBURN L. Jr., in charge of the Balti- 
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more office of Professional Business Management, 
Inc. Called upon to tell what reorganization can 
do, he mentioned some techniques in revamping 
an office from an old-fashioned one, where patients 
are exposed to wide-open windows ‘and have a 
long walk from office to door. Mr. McCiure dis- 
counted any genius on his part, saying that he 
simply helped physicians to crystallize their own 
ideas by explaining them to an interested, impar- 
tial, and objective party. 

Mr. Post summed up the essence of the presen- 
tation by urging physicians to express their per- 
sonality in their office; ‘Make patients feel it is 
a home, not a factory.” Such therapy might help 
to forestall the mechanical monster of socialized 
medicine, he suggested. 

The second part of the program was a discus- 
sion of estate planning, by Mr. AMIEL CaPLan, 
attorney and estate planning consultant, from 
Hollis, New York. He defined estate planning as 
“simply financial planning for one’s family.” The 
field of estate planning is as wide in its way as 
medicine, he declared, and asked his audience how 
they would begin to explain medicine to some 
abysmally ignorant layman. The approach to es- 
tate planning depends on the “salesman.” Banks 
are interested in their trust departments; attor- 
neys are interested in the proper drawing of wills; 
salesmen for mutual funds are concerned with the 
investment possibilities for growth or rapid-return 
stocks. Life insurance, which is the speaker’s field, 
is more concerned with sales and distribution of 
returns. 

Mr. CapLan reminded physicians that their 
practice was often their sole asset. Whether a 
doctor’s patients, his records, and his lease con- 
tinue to be assets or become liabilities after his 
death depends on prior preparation by the doctor. 
To illustrate, Mr. CapLan told of an attorney- 
executor who was charging patients $15.00 for re- 
lease of their records to their new physicians. 
When the county society investigated, they found 
that no one was making any money; this fee was 
simply the charge of the storage company for 
locating the records. 

He then broached aspects of ownership and the 
possible disadvantages of joint ownership. Re- 
garding estate planning and wills, he said, “The 
main question is, can it function?” Mentioning 
several things that “passed outside the will,” 
whether or not one is made, he called attention to 
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how important will phraseology is and how tricky 
it can become. Mr. CaPLAN urged members to 
carry employees’ disability insurance, as it is tax- 
deductible and is of great value to favored em- 
ployees. Short term trusts, the skipping of gen- 
erations to add bequests to the grandchildren in- 
stead of overloading the children’s estate, and 
benefits of automatic premium loans were all com- 
mented upon. He urged his listeners to reread 
their policies and to update them in keeping with 
the many changes in the tax laws that occur each 
year. A question-and-answer period brought, 
among others, a query about foreign trusts. 

PRESIDENT Diccs thanked the speakers and 
opened the business meeting. A report of the In- 
surance Committee was given by RussELL FISHER, 
M.D., since the chairman, Houston Everett, 
M.D., was out of town. Dr. FisHER read the re- 
port concerning the policy items. One was ap- 
proved; one was conditionally approved; one was 
disapproved and another recommended in its place. 
A final item was approved pending the recommen- 
dation of another by the State Medical Society. If 
the Medical and Chirurgical Faculty does come up 
with its own plan, the committee recommended 
that we comply with it. The committee also made 
note of the fact that three other insurance plans 
were being advertised as approved by the Balti- 
more City Society, whereas, in fact, they had not 
been approved. 

SAMUEL Morrison, M.D., took the rostrum to 
protest such vacillation about insurance approval. 
He had received good service and benefited by the 
rapport between himself and a non-recommended 
carrier, he reported, and didn’t see why he should 


change. 


Wi111aM Lynn, M.D., divulged that early in 
the year he had written a letter to the Executive 
Board asking critically about the approved insur- 
ance, which letter had touched off the committee’s 
present investigation and report. He was concerned 
because a subsidiary of Lloyd’s of London had 
gone bankrupt. Many claims against policies of 
which it had been co-insurer had been left in 
unfortunate positions. Finding that one of the 
plans approved by the City Society was also under 
the hazard of such calamity, he had wanted to 
know why the Society approved such a set-up. 
The report of the committee was approved, as 
well as a motion that the action and report of the 
committee be circulated to the membership. 
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Raymonp C. Vait Rosinson, M.D., whip of 
the Baltimore City delegates to the semiannual 
Faculty meeting, reported the actions of the last 
House of Delegates meeting. He gave a concise 
and clear run-down of business transacted at 
Ocean City in September. 

Ross Prerpont, M.D., chairman of a Commit- 
tee to Investigate Private Patients at the Baltimore 
City Hospitals, called attention to an article in the 
newspapers concerning Baltimore City Hospitals. 
The article reported that the Board of Welfare 
had approved spending certain funds which had 
been discussed in his committee’s report. It was 
his feeling that the Board of Welfare, using the 


unreleased but much quoted Steinle Report, was 
“building a monument to socialism” on the 
grounds of the Baltimore City Hospitals. He 
moved that a letter be sent to the Mayor and City 
Council and members of the Board of Estimates 
protesting this action, recalling the resolution 
passed in June, and offering to confer on request 
at any time. PresipentT Dicecs recapitulated the 
resolution and the motion at some length, and it 
passed with a single dissenting vote. 

The meeting adjourned, but with no doughnuts 
nor coffee. With the present Osler Hall upheaval, 
ELLEN could find no place to warm the coffee! 


BALTIMORE COUNTY MEDICAL ASSOCIATION 
LOUIS DALMAU, M.D. 


Journal Representative 


President MARGARET L. SHERRARD, M.D., pre- 
sided at the regular meeting, which was held at 
the Stafford Hotel on September 21. The business 
meeting was called to order after luncheon. 

Mr. Rosert T. StRUDWICK, representative from 
Northwest National Life Insurance Company, re- 
ported that the goal for members participating in 
the term insurance plan had been reached. All who 
had joined are now covered, and additional mem- 
bers who wish to join this plan may do so within 
30 days without evidence of insurability. 

FRANK T. Kasik, Jr., M.D., introduced JAMEs 
Juve, M.D., who gave an illustrated talk on Artifi- 
cial Resuscitation and External Cardiac Massage. 
Films and slides were used. 

J. Morris Reese, M.D., chairman of the Board 
of Governors, described the offer made by the 
Medical and Chirurgical Faculty to handle the bill- 
ing for membership dues from the Faculty Office 
at no charge to the Association. After a discussion 
of the proposal, the Association unanimously voted 
to avail itself of this service. 

President Sherrard read the list of the standing 


committees for the current year, which list will be 
mailed to all members of the Association. 
MartIN B. StrRosBEL, M.D., summarized the res- 
olutions which had been acted on by the House of 
Delegates. Various announcements were made, in- 
cluding one that the October meeting would be the 


Civil Defense Seminar, to be held jointly with the 


Woman’s Auxiliary to the Medical and Chirurgical 
Faculty. 


PARTNERSHIP FOR FAMILY DOCTOR 
MONTGOMERY COUNTY 


Well equipped, newly constructed offices in 
Wheaton, centrally located. Established practice 
over eight years old. Box #18, Maryland State 
Medical Journal, 1211 Cathedral Street, 
Baltimore |, Maryland. 


Dollars Today— 


—Doctors Tomorrow 
American Medical Education Foundation 


535 N. Dearborn Street, Chicago 10, Illinois 
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MONTGOMERY COUNTY MEDICAL SOCIETY 


CHARLES FARWELL, M.D. 
Journal Representative 


Epwarp Lewis, M.D., was commended to our 
medical society by some of his grateful patients. 
The following is quoted from a letter of appre- 
ciation published in our Medical Bulletin: “He 
deserves recognition for being the kind of doctor 
we NEED. Reassurances, a smile, and a feeling 
that someone cares are still the best medicine.” 

RaLtpH CoHEN, M.D., seems to be making a 
good recovery from his recent surgery and hos- 
pitalization. We are glad to see him back in circu- 
lation. 

Jack Masvr, M. D., and WILLIAM J. PEEPLES, 
M.D., were jenuasiieds in a page of acknowledge- 
ment “a our Medical Bulletin. Doctor Masur had 
participated in developing hospital planning and 
construction and headed programs involving mul- 
tiple medical services to improve the health of the 
American people. Doctor PEEPLES, during the 
past five years, has supervised the expansion of 
our Montgomery Ccunty Health Department from 
85 employees and a budget of $526,000 to its pres- 
ent staff of 160 full-time workers and a $1,300,000 
budget. Also publisned in our Buéietin was a pho- 
tograph of Doctor PEEPLE’s gracious wife and 
a recognition of her abilities as homemaker, 
mother, and pediatrician. 


WASHINGTON COUNTY 


MEDICAL SOCIETY 
GEORGE JENNINGS, M.D. 
Journal Represeniativ 


The Washington County Medical Society held 
its regular meeting on September 22, 1960, in 
Hagerstown. 

The Medical Disaster Committee presented a 
program on civilian defense in Washington Coun- 
ty, with emphasis on enemy attack and including 
a film on radioactive fallout. 

J. W. Layman, M.D., this year celebrates his 
fiftieth anniversary in the practice of medicine. 

Several letters concerning care for the aged 
were read to the Society. Each member has been 
appraised of the minimum standards for exam- 
ination of the aged during the November health 
checkup drive. 
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Ira WickNneER, M.D., wrote an interesting pa- 
per for our Society on “Comparative Methods of 
Pollen Desensitization,” dealing with (1) co-sea- 
sonal therapy, (2) pre-seasonal therapy, (3) 
perennial therapy, and (4) depot therapy. 

The able operators at our Medical Bureau and 
Exchange receive little glory for their services, 
which sometimes are truly life-saving. During a 
recent construction cave-in, Mrs. RUPERT prompt- 
ly and efficiently helped bring about the rescue 
of the workmen whose lives were endangered. 
Largely through her efforts, Epcar LEE Marston, 
M.D., reached the scene of the emergency in an 
incredibly short time. 

A program on the “Economic Problems of 
Medicine” was presented by the Medical Council 
of the Washington Metropolitan Area, under the 
presidency of a member of our society, HENRY 
P. Laucutiin, M.D. 


Wicomico ‘COUNTY 
MEDICAL SOCIETY 
GLADYS M. ALLEN, M.D. 
Journal Representative. 

Medical Society was held Monday, October 10. 
ABRAHAM A. SILver, M.D., chairman of the Med- 
ical and Chirurgical Faculty Committee on Dia- 
betes, showed a film on the camp for diabetic 
children, which is sponsored by the Maryland Dia- 
betes Association. He described the care and 
training given these children at the camp and 
gave an interesting and comprehensive talk on 
the office management of diabetes. 

ARMAND JosEPH LaNpry, M.D., was presented 
for membership. He is a graduate of Laval Uni- 
versity, Quebec, Canada. He was in general prac- 
tice for eight years in Claremont, New Hamp- 
shire and was a member of the New Hampshire 
Medical Society. For the past two years he was 
a fellow in anesthesia at the Lahey Clinic in Bos- 
ton and has now joined the Department of Anes- 
thesia of Peninsula General Hospital, Salisbury, 
Maryland. 
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LIBRARY 


of the 
Medical and Chirurgical Faculty 
of Maryland | 


Presence 


Library 


Louise D. C. King, Librarian 
“Books shall be thy companions; bookcases and shelves, 


‘When the oak is felled, the whole forest 
choes with its fall, but a hundred 

:corns are sown in silence by an 
unnoticed breeze." 

—Thomas Carlyle 


oe ON THE PREMISE Cf the above quota- 
tion, we persist in our policy of taking 
books to county society meetings. Because it is so 
successful in some counties, we hope all will some- 
day clamor for this service. 

In the course of cur all to infrequent visits, 
while offering an unusual service to our compo- 
nent societies, we, too, have learned many things. 
One pertinent fact stands out: more interest in 
reading is evident where there are opportunities 
for study and interchange of knowledge or where 
a group of physicians congregates. By this we do 
not mean that more books are taken out because 
of the increase in the ratio of borrowers. 

Aside from a physician’s interest in a specific 
book or subject, many borrow expensive volumes, 
the cost of which is prohibitive for the average 
doctor. We have observed a number of men look- 
ing over the books to see if they are worth pur- 
chasing for their own office or for a small library 
in which they are interested. Some consult the 
books on the spot without borrowing them; but, 
alas, many others pass by without’a glance. 

The information we have gained should help 
us to make your Library more valuable to you. 
By purchasing the more expensive books, we may 
save you money. By exercising catholicity in se- 
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thy pleasure-nooks and gardens.” Ibn Tibbon 


LIBRARY SERVICE AT COUNTY MEDICAL SOCIETY MEETINGS 


lection, we can help you to choose those volumes 
needed in your practice. By impressing you with 
the usefulness of our service, we may in some 
way help physicians, separated from each other 
by distance, to see, from time to time, what prog- 
ress is taking place in medicine. 


Your Library service includes: 

Display of racks of books, in some convenient 
spot, for members attending the meeting to 
look over. 

Privilege of borrowing any number of books, 
which may be kept for one month. 

Opportunity to talk with your librarian per- 
sonally and request material on a particu- 
lar subject. 

Privilege of requesting specific books, which 
will be obtained elsewhere if they are not 
in our own collection. Postage for mailing 
these books to a member is paid by the 
Library. 


There is absolutely NO CHARGE for this serv- 
ice and no responsibility on the part of county 
societies other than setting up two card tables on 
which to rest the racks of books. It is a service 
freely given. 

We are convinced that this service of the Medi- 
cal and Chirurgical Faculty to its members will 
gain in popularity as the facts about it become 
more generally known. Won’t you ask for this 
service at your next meeting? It’s as simple as 
writing or telephoning the librarian and giving 
her the date, time, and place of the meeting. 
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SOCIETY OF PAAHOLOGISTS INC. 


Louis B. THoMAs, MD. President Epwarp C. McGarry, M.D., Secretary 
Suburban Hospital, Bethesda, Md. 


GENETIC FACTORS IN DISEASE 


F A HUMAN CELL is properly oriented, a characteristic clump of chromatin may 
FJ appear attached to the nuclear membrane, the female sex chromatin body. This 
body, first described in 1949, is presumed to represent the XX chromosome pair 
and identifies the cell as female. Identifying the sex chromatin body in males with 
Kleinfelter’s syndrome (testicular dysgenesis) and failing to find this body in 
females with Turner’s syndrome (ovarian dysenesis) allowed correct deductions 
to be made concerning the chromosomal aberrations in these conditions; e.g., that 
Kleinfelter’s syndrome probably represents an extra X chromosome, or XXY 
combination, while Turner’s syndrome represents a deficiency of an X chromosome, 
or XO combination. 

In 1956, it was demonstrated that the normal human somatic cell contains 
46 chromosomes, not 48 as had been believed for nearly 30 years. “Squash” 
preparations of tissue were used to identify the chromosomes. In 1958, adaptation 
of cell culture to chromosomal analysis was introduced. Thus, at present, minute 
tissue biopsies cultivated under carefully controlled environmental conditions can 
yield proliferating cells which are then evaluated for their chromosome pattern. 
Mitosis is arrested in metaphase by colchicine; the chromosomes are dispersed by 
causing the cells to swell under the influence of hypotonic saline; and the dispersed 
chromosomes are then stained and analyzed. Each chromosome appears to be 
partially split with each half attached to the other at a characteristic point, the 
centromere. The result is that the arms of the chromosome may produce the appear- 
ance of an X or V depending on the position of the centromere. 

All of the chromosome pairs have now been identified with reasonable cer- 
tainty. The identification depends upon three factors: first, the ratio of the in- 
dividual chromosome length to the total length of all the chromosomes; second, 
the ratio of the lengths of the two arms of the individual chromosomes; third, 
the presence of satellite granules associated with certain chromosomes. 

Using the above and related methods, the suspected chromosomal aberrations 
of Kleinfelter’s and Turner’s syndromes have been confirmed by actual observa- 
tion of the chromosomes. New chromosomal aberrations are being identified at a 
surprising rate. Mongolism appears to be associated with an extra autosomal 
chromosome. Marfan’s syndrome is associated with an enlargement of the satellite 
of an autosome. Acute leukemia appears to be associated with an extra autosome. 
The “super female” has an extra X chromosome. These are but some of the 
recent observations. 

Such studies as are described have required careful and exact methodology; 
however, as experience is gained, it is not at all unlikely that a skin biopsy the 
size of one millimeter will provide a helpful method of diagnosis of certain condi- 
tions such as the problems of intersex or mental and congenital disorders. In 
addition, a vast area of great importance, the identification of gene loci on the 
chromosome, is probably now open for study. 
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MARYLAND TUBERCULOSIS ASSOCIATION 
Christmas Seal Agency for State of Maryland 


900 ST. PAUL STREET 


BALTIMORE 2, MARYLAND 


THE DANISH TUBERCULOS 


S$ INDEX 


_An intensive study of the epidemiology of tuberculosis was undertaken in Denmark 
by the National Health Service of Denmark and the World Health Organization. 


ignored. 


UBERCULOSIS ERADICATION programs of the 
Ginture must depend heavily on the establish- 
ment of risk rates in various definable population 
groups. It is only through a concentration of all 
resources for screening and supervision of those 
people most likely to develop tuberculosis that 
waste motion can be avoided and rapid progress 
made. 

Giant steps in this direction have already been 
taken in Denmark by means of a mass screening 
campaign, followed by four years of careful ob- 
servation. The report of this experience which 
appeared under the title, “Epidemiological Basis 
of Tuberculosis Eradication in Denmark,” in the 
Bulletin of the World Health Organization, Vol. 
21, No. 1, 1959, is of immediate practical im- 
portance to everyone involved in tuberculosis con- 
trol. The authors were E. Groth-Petersen, Jorgen 
Knudsen, and Erik Wilbek. The whole study was 
carried out under an administrative organization 
called the Danish Tuberculosis Index. It was done 
as a cooperative undertaking of the National 
Health Service of Denmark and the WHO Tuber- 
culosis Research Office. 


Reprinted from the National Tuberculosis Bulletin, 
No. 8, Vol. 46, September, 1960. 


*Director of Medical Research, National Tuberculosis 
Association. 
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A follow-up four years after a mass campaign of tuberculin testing, x-ray, and BCG 
vaccination showed that all persons with suspicious x-ray lesions and young people 
with large tuberculin reactions should be followed systematically; others could be 


Floyd M. Feldmann, 


COUNTRY-WIDE STUDY BEGUN 

During the period from February, 1950 to De- 
cember, 1952, tuberculin testing, x-raying, and 
BCG vaccinating teams covered the entire country 
with the exception of Copenhagen, the island of 
Bornholm and a few small communities where 
campaigns had been carried out previously. The 
only population group not included was school 
children aged 7-14 years, who were being tuber- 
culin tested and vaccinated in the schools. Over 
one million persons were examined. A sputum 
specimen or a gastric lavage was obtained when- 
ever there were suspicious findings on the x-ray. 

Among the 795,000 adults examined in the mass 
campaign, 503 previously unknown cases of active 
pulmonary tuberculosis were found—a rate of one 
case per 1,500 examined. Expressed as age specific 
rates per 100,000 population, there was a range 
from 36 in men aged 15-24 to 94 in women aged 
25-34. The report provides the greatest detail on 
the cases found during the initial campaign, but 
the findings in the four-year period of follow-up 
are striking, indeed, and furnish valuable docu- 
mentation on risk rates not previously available 
for any population group in the world. 


FOUR YEAR FOLLOW-UP 
Among the 744,261 individuals judged healthy, 
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so far as tuberculosis is concerned, at the start of 
the follow-up period, 878 new cases of tuber- 
culosis developed, 742 of which were pulmonary. 
This is an average annual incidence of 25 per 
100,000. Although the rates were somewhat higher 
for women and for the age group 15-34, the dif- 
ferences are too small to be of much use in de- 
fining risk groups. It is only when tuberculin test 
and x-ray results are considered together that big 
differences in risk rates become evident. 

In a group of 320,000 unvaccinated tuberculin 
reactors, the average annual case rates per 100,000 
in the age group 15-24, according to size of tuber- 
culin reaction, were as follows: 6-11 millimeters, 
24.5; 12-17 mm., 56.4; 18-23 mm., 87.8; and 24+ 
mm., 72.6. In older persons, the differences by 
size of reaction were less striking. 

X-ray findings at the start of the follow-up 
period were classified as normal (90 per cent), 
healed lesions (7 per cent), and suspicious (3 per 
cent). The corresponding new average annual 
case rates were 27, 51 and 370, respectively, for 
all ages. However, the rate was 1,022 for those 
in the age group 15-24 who had suspicious shad- 
ows. The highest case rate—roughly 2,000 per 
100,000 persons per year—was in a subgroup of 
1,200 persons whose roentgenographic findings 
were interpreted as definite lesions, probably of 
tuberculosis origin. 

Although the case rates in the vaccinated groups 
were low, 23 per cent of the new cases arose 
among them. Since there was no unvaccinated 
control group selected at random, the effect of 
vaccination could not be measured. 


CONCLUSIONS 


The report concludes: “Certainly the enormous 
numbers of routine repetitive x-ray examinations 
of adults can be drastically reduced and the case- 
finding nevertheless intensified. Persons in the 
older age-groups with normal findings on a single 
photofluorogram, even though they have positive 
tuberculin reactions, need not be called back for 
examination year after year. They can be left in 
peace. But persons of any age with suspicious 
x-ray lesions and young people with large tuber- 
culin reactions should be followed systematically. 
These high-risk groups comprise such a small per- 
centage of the total population that continuous 
and close supervision is both practicable and 
profitable.” 
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Help Fight TB 


Use Christmas Seals 

All the tuberculosis control activities 
; conducted by the Maryland Tubercu- 
tlosis Association are made possible 
through support of the traditional 
Christmas Seal Campaign. 

These activities and services have 
; been offered for many years. As often 
; happens, we may have become so ac- | 
! customed to hearing about these pro- 
‘grams that we take them for granted. 
The Maryland Tuberculosis Associa- 
: tion would like to remind readers of 
; this Journal of the kinds of services 
} made possible by the use of Christmas 
i Seals. These include chest x-ray and 
: other casefinding programs, medical 
: social work services, personal services 
§; to hospitalized patients, social and 
‘; medical research projects, grants for 
yi tuberculosis education projects to both 
2 medical schools and individuals, educa- 
H tional programs for tuberculosis control 


q 


RSA 


SOR 


: workers, school childen and the public, 
§; and assistance to official health agen- © 
yi cies in their own tuberculosis control 
2 programs. 


99, 


The severity of the tuberculosis prob- 
i lem throughout the state is recognized ; 
5; by the medical profession. The value | 
; of the services listed above is similarly | 
recognized. Therefore, the Maryland 
Tuberculosis Association asks your con- 
tinued support of its Christmas Seal - 
: Campaign which is currently in prog- 
; Tess. 
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HUNTINGTON WILLIAMS, M.D. 


P. ©. Box 1877 Baltimore 3, Md. 


COMMISSIONER 


Plaza 2-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


Paralytic Polio And Polio Vaccine 


(Be THE DATE of this writing (October 20, 
1960), 79 cases of paralytic poliomyelitis 
anong residents of Baltimore City have been re- 
ported to the Baltimore City Health Department. 
Considering the time sequence of cases reported 
so far, it is apparent that the number of individ- 
uals attacked by paralytic poliomyelitis this year 
will approximate or exceed 100. Thus the polio- 
myelitis experience of 1960 will be the severest 
since 1950, when no vaccine was available and 
when 225 cases were reported. 

A logical question is that of the effectiveness of 
the currently available Salk vaccine. To answer 
this, it is necessary to know the vaccine status of 
the reported cases and the vaccine status of the 
population at risk. The latter information is gen- 
erally difficult to obtain and is usually not known 
by health departments. Fortunately, since Janu- 
ary 1960, a continuous monthly survey of the pop- 
ulation of Baltimore City has been carried on by 
the City Health Department’s Bureau of Bio- 
statistics at the rate of 100 families per month 
(350 individuals). 

This survey has produced, among other things, 
data on the inoculation status of the population 
and indicates that 67 per cent of children under 
10 years have received three or more doses of 
poliomyelitis vaccine, 17 per cent have received 
one or two shots, and 16 per cent have had no 
inoculations. These percentages can be converted 
to show the number of children in the several 
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vaccine categories. When the incidence of polio 
among these children is related to the numbers 
at risk, the following attack rates are developed 
as of October 10, 1960. 


Vaccine Status Attack Rates 
(Children Under 10) Per 100,000 
No inoculations 72.7 
One or two inoculations 38.9 
Three or more inoculations 10.7 


Thus, it has been shown that the vaccine when 
given in three or more doses reduces the attack 
rate by 85 per cent; in other words, the vaccine is 
85 per cent effective. 

Other significant observations which can be 
made about the current outbreak of poliomyelitis 
are: 

1, Highest attack rates are observed in children 

under five years. 

2. Geographically, the cases reported are highly 

concentrated within the center of the city; 
i.e. among relatively depressed populations 
from an economic and social point of view, 
where the per cent of children inoculated is 
low compared with the city-wide average. 

3. Attack rates for Negro children, which in past 

years have been generally lower than for 
white children, this year are equal to or high- 
er than those for white children. So far, 
this change has not been explained. 


Commissioner of Health 
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THE MARYLAND ACADEMY 
OF GENERAL PRACTICE 


{A constituent chapter of the American. Academy of General Practice) 


Donap F. M.D. Seoretary: 

, Easton, Md. P. Crimy, M.D. 
President-elect: 2722 EB. Monument Street 
T. LayMAN, M.D... Baltimore 5, Md. 
Hagerstown, Md.  Barocutive Secretary: 
Treasurer: Ma. Wittiam J, Wiscorr 

Harry L. M.D. $722 BE Greenmount Ave 
4116 Edmondson Avenue . Baltimore 18, Md. 
Baltimore 29, Md. 


NEW OFFICERS AND DIRECTORS FOR 1960-61 


At the twelfth annual business meeting of the Maryland Acad- 
emy, on October 8, 1960, at the Southern Hotel, Baltimore, the 
following officers and directors were elected: 


President ........... Andrew C. Mitchell, M.D., Salisbury 
President-elect ...... William T. Layman, M.D., Hagerstown 
Secretary ...........Charles P. Crimy, M.D., Baltimore 
Executive Secretary .. Mr. William J. Wiscott, Baltimore 
Harry L. Knipp, M.D., Baltimore 


Vice Presidents .. Western Maryland, Howard W. Weeks, M.D. 
Southern Maryland, Page C. Jett, M.D. 
Baltimore City, Louis C. Dobihal, M.D. 


Eastern Shore, Donald F. Bartley, M.D. 
(Continued on page 820) 


Governor J. Millard 
Tawes presents a proc- 
lamation to Walter A. 
Anderson, M.D., presi- 
dent of the Maryland 
Academy of General 
Practice, setting aside 
October 8 and 9 as 
Family Physicians Days 
in Maryland. 
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Heart Page 


A SERVICE OF 


Frank W. Davis, Jr., M.D. — Editor 


THE HEART ASSOCIATION OF MARYLAND 


CONGENITAL HEART DISEASE IN EARLY INFANCY 


in medicine than a tiny infant, thin, 
dyspneic and wheezing, retracting with every 
breath, looking around wide-eyed and anxious 
as if to plead, “What can you do for me?” The 
frail, waxy skin, the scalp always drenched with 
sweat, and the weak irritable cry are so charac- 
teristic of the infant with a large left to right 
shunt that one scarcely needs a stethoscope to 
hear the cardiac murmur and the accentuated pul- 
monic second sound; but such diagnostic gener- 
alizations do not solve the infant’s problem. 

Leaving aside for a moment the acutely dis- 
tressed infant, one may consider the three ways 
in which congenital heart disease commonly pre- 
sents in infancy to the family doctor. First, and 
most commonly, there may be a cardiac murmur 
in an otherwise apparently normal child. The mur- 
mur may be detected in the newborn nursery or, 
occasionally, even in utero; but it is probably 
most frequently discovered during one of the 
early postnatal examinations. Second, the infant 
may show cyanosis; or, third, he may show signs 
of cardiac fail..re. More than one of these signs 
may be present in the same infant, but usually 
only one in particular is the immediate cause for 
concern. 

“Murmur” group—An infant is only eligible 
for this group if in growth, appearance, and vigor 
and in the unanimous opinion of parents, grand- 
parents, and doctor he is “just like a normal baby” 
except for the murmur. This select group, and 
this group only, can be adequately followed at 
home, preferrably with an x-ray and electrocardi- 


a. IS PROBABLY no more distressing sight 


_From Harriet Lane Home Cardiac Clinic, Johns Hop- 
kins Hospital. : 
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Catherine A. Neill, M.D., M.R.C.P. and Elizabeth S. Kirkwood, Ph.D., R.N. 


ogram when the murmur is first heard and again 
at about one year of age. They can be referred 
for study at the family’s and the physician’s con- 
venience, probably between four and six years of 
age. If any symptoms appear of irritability, 
lethargy, or failure to thrive, incipient cardiac 
failure should be considered and investigated 
accordingly. 

“Cyanotic” group—An infant who is deeply 
cyanotic in the newborn period should be referred 
immediately; he may have transposition of the 
great vessels, or a severe pulmonary stenosis, or 
pulmonary atresia with an intact ventricular sep- 
tum. All of these conditions are amenable to 
surgical help and carry a desperate natural prog- 
nosis. Nothing is to be gained by watching them; 
but a great deal of knowledge and, sometimes, 
effective therapy can be lost. 

An infant with mild or intermittent cyanosis, 
good growth, and no dyspnea or cyanotic spells 
can have an x-ray and electrocardiogram taken 
locally and then be referred to a cardiac center 
at about six months of age. Although special 
studies will not necessarily be undertaken at this 
time, it is a critical age and an ideal time to be- 
gin the close collaboration between clinic and 
referring doctor which will need to be continued 
throughout the infant’s life. Cyanotic or anoxic 
spells, a falling off in the weight curve, or any 
sign of failure warrant immediate referral. 

“Failure” group—Numerous discussions of 
the infant in failure have been published recently. 
It is well known that the prognosis of congestive 
failure is worse in younger than in older infants. 
Despite this, we feel that all infants, however 
young the onset of failure, should be vigorously 
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studied at a cardiac center. Some may, indeed, 
have “hopeless” malformations; but the surgeons 
are rapidly whittling this term away. Within the 
last month, the total correction of a transposition 
in an infant weighing only 3200 grams was fol- 
lowed by a dramatic transformation in color and 
vigor; subsequent death from postoperative com- 
plications emphasized that we are not advancing 
as rapidly in medical management as in surgery, 
but it did not detract from the hope or brilliance 
of the surgical feat. 

A recent study of 30 deaths of infants ad- 
mitted to the hospital with congenital heart dis- 
ease shows that more than 50 per cent died with- 
in 72 hours of admission. The duration of the 
acute terminal illness averaged three to 14 days. 
Heart failure in infants, therefore, either is be- 
ing recognized late or it is even more fulminating 
than previously thought. We think that both 
statements are true and suggest that any infant 
suspected of heart disease who shows poor weight 
gain, dyspnea, irritability, personality change, or 
feeding difficulty should be considered as having 
incipient cardiac failure and referred urgently for 
study. The cardiac clinic perhaps may see a few 
harmlessly teething babies, but the ranks of the 
moribunds will be signally reduced! Finally, al- 
though a few individuals have courageously pub- 
lished their mortality for infants needing hospital- 
ization for congestive failure (with figures 
ranging from 50 per cent to 80 per cent, their 
reluctance is natural), fewer have published any 
follow-up on the survivors. Such a long term 


MARYLAND ACADEMY OF 
GENERAL PRACTICE 
(Continued from page 818) 


Delegates to American Academy of General Prac- 
tice: 

Nathan E. Needle, M.D., Baltimore 

Donald F. Bartley, M.D., Easton 


Alternates: 
Archie R. Cohen, M.D., Clear Spring 
J. Roy Guyther, M.D., Mechanicsville 


Directors: 
John G. Ball, M.D., Bethesda 
S. Ralph Andrews, M.D., Elkton 
Sidney Novenstein, M.D., Funkstown 
Aaron C. Sollod, M.D., Baltimore 
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study, supported by the Maryland Heart Associ- 
ation, is at present under way. The most vital part 
will be played by the family doctor in keeping 
such patients under surveillance and in alerting 
the clinic to any changes. 

In answer to our infant’s original plea, | 
may perhaps reply that we can already do some- 
thing for him and that by close collaboration be- 
tween doctor, clinic and surgeon, we will yet do 
far more. 


BOOK SHELVES 
“Is it nothing to you, all ye that pass by.” 
Lamentations 1:12 
Rows of books on library shelves, 
With naught to do but talk to themselves. 
Gray groans and moans, "'l'm bursting with 
knowledge 
Learned long ago and forgotten since college.’ 
Starling pipes up, "You're dead as can be, 
But I'm alive and still used, as you see." 
Bergey then scoffs, ''My covers contain 
More life than any you'can name." 
"Oh ho," says Williams, "My children are bigger, 
And glares at Novak, who utters a snigger. 
Cecil and Harrison chuckle with glee, 
"We grow fatter and fatter, big as your children 
may be." 
Then others join in, the chorus begins, 
"We are here to help man repair his sins." 


What do you do as you come nigh, 
Take a quick look or pass them by? 
Mercer looks sadly from his lofty perch 
As a man goes by with a horrible lurch. 
And Sutton sulks, with a moth-eaten face 
As he looks down on a terrible case. 
While Current Therapy lets out a shout, 
I'm new each year and know what I'm about!’ 
But old Sir William, now out of sight 
Sits quietly by, and knows he is right. 
Each ranged on the shelves in an orderly way, 
Each has his knowledge, each his say. 
Each quivers and shakes, with hope in his heart 
That he will be taken to do his part 
In the mending of man, in his headlong race 
To conquer the world and outer space. 
All shouting at once, “How clever am |!" 
How can you bear to pass them by? 


Boe 
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Woman's Auxiliary 
Medical and Chirurgical Faculty 


CILIAE 


MARYLAND 
w 
A “al 
HYGEIA : 


MRS. E. RODERICK SHIPLEY Auxiliary Editor 


DECEMBER, 1960 


ACCIDENT SCHOOL FOR MOTHERS AND DADS 


HE WOMAN’S AUXILIARY to the Baltimore 
City Medical Society, in cooperation with the 
Baltimore Safety Council, has organized a pro- 
gram titled “Accident School for Mothers and 
Dads” for presentation at Baltimore City public 
schools’ P.T.A. meetings. The speakers bureau of 
the Baltimore City Medical Society has agreed to 
supply speakers for specified dates. Safety posters 
are displayed, and safety pamphlets are distributed. 
The first such program was held at Public 
School #34, Carey Street and Washington Boule- 
vard. William D. Lynn, M.D., was the speaker at 
this initial presentation, which was covered by the 
Sunpapers. Requests for eight or more occasions 
have been received from various P.T.A.’s. 
To publicize the program, the following letter 
was sent out to the schools by the Safety Commit- 
tee. 


ACCIDENT SCHOOL FOR 
MOTHERS AND DADS 


What would you do if your child drank turpen- 
tine? If he swallowed a pin? Spilled boiling water 
on his arm or fell from a highchair? 

The Woman's Auxiliary to the Baltimore City Med- 
ical Society, the coordinating Council of the Parent- 
Teachers Association, and the Home Safety Commit- 
tee of the Baltimore Safety Council offer a ‘‘What 
to do When” type of program as a free service to 
all P.T.A. and other parent organizations. 

Through the cooperation of the Baltimore City 
Medical Society, a professional person will discuss 
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emergency treatment for youngsters’ common acci- 
dents, such as ingestion of foreign materials and 
poisons, burns, fractures, head injuries, etc.; and 
will educate the public to medical facilities avail- 
able, such as the Poison Control Centers, Hosptial 
Accident Services, and the Physicians Emergency 
Service. 

Safety pamphlets will be distributed and safety 
posters displayed. 

Reservations for this program can be made 
through Mrs. William Neirman, safety chairman, 
Woman's Auxiliary to the Baltimore City Medical 
Society, 201 Upnor Road, Baltimore 12, Maryland. 

Initiation of this program scores a “first” for 
us, and we are proud to be able to offer it as a 
free community service. Credit for the idea and 
the footwork goes to Mrs. Stuart D. P. Sunday, 
our state safety chairman. 

Mrs. William A. Neirman and Mrs. William 
D. Lynn represented the Woman’s Auxiliary at 
the annual Governor’s Safety-Health Conference 
and exhibit at the Emerson Hotel on Friday, Sep- 
tember 23. They found it most informative and 
interesting. 

This year our Auxiliary was one of 20 organi- 
zations to cooperative with the Baltimore City Fire 
Department in sponsoring Fire Prevention Week, 
October 9 through 15. The Auxiliary entered a 
car in the parade on October 10th. Several mem- 
bers of the group rode in the parade to City Hall. 
Hecht Company, Northwood, had a display dur- 
ing the week, the theme of which depicted the co- 
operation of doctors, nurses, hospitals, and the fire 
department. 
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Mrs. Albert E. Goldstein is served 
at the tea table. 


Presidential greetings; Mrs. William 
S. Stone and Mrs. John Light. 


Student wives Marian Lehman and 
Elaine Bauman are served by Sylvia 
Patterson. 


Mrs. John Light addresses student 
wives and guests. 


Faculty wives were special guests; 
Mrs. Frank Kaltreider, Mrs. Frank Figge, 
and Mrs. Charles Crispens. 


Youth, too, must be served; leslie 
Dudney, Janet Ottenritter, Nita Ducney. 
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members, the wives of new medical students, 


\ WELCOMING TEA for the wives of faculty 
bnd the new wives of old medical students was 


Se eld September 18 in the new Student Union 


Building of the University of Maryland. The 
guests were greeted by Mrs. John Light, president 
of the Student American Medical Association 
Auxiliary, and members of the group were charm- 
ing hostesses. Mrs. Roger Mehl was chairman for 
the tea. Punch and cookies baked by the members 
themseives were served, and a most attractively 
set tea ‘able gave the afternoon an air of festivity. 


Mrs. William S. Stone, our State Auxiliary 
president, Mrs. Frank Kaltreider, Mrs. Albert E. 
Goldstein, Mrs. Dietrich C. Smith, Mrs. Charles 


© mG. Crispens, and Mrs. E. Roderick Shipley were 


im the Faculty wives who were special guests for this 
Moccasion. After their introduction, Mrs. Light 
briefly reviewed the history of the organization, 
which is now four years old and has a member- 
ship of about 150. She restated its purpose, which 
is “to better prepare the wives of the students of 
the University of Maryland School of Medicine to 
be doctors’ wives and to enable the wives of the 
students to be. better acquainted.” A preview of 
B their meeting programs and future activities for 
this year was outlined in her talk. It certainly seems 
that the wives of the medical students are inter- 
ested in and working toward their future role as 
B physicians’ wives. 


Mrs. Stone then discussed the “Role of the 
Doctor’s Wife in the Community,” pointing out 
the features that make this calling unique in its 
demands and rewards. 


After the tea Dietrich C. Smith, M.D., and Mrs. 
Paul Reeder conducted a tour of the campus and 
Davidge Hall. 


These young women are our Women’s Auxil- 
laty of the future, and they will be well informed 
and able members when they join our groups. 
Mrs. Albert I:. Goldstein is our Auxiliary repre- 
sentative to S.A.M.A. We shail continue to work 
With them and for them, because it is a pleasure 
© do so and because we realize in them a great 
investment for the future of the Principles and 
ideals of American medicine. 
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CALENDAR OF EVENTS 


®& Monday, December 19 < 


COMMITTEE FOR THE STUDY OF 
PELVIC CANCER 
12:00-1:00 P.M. University Hospital 
OB-GYN Staff Conference 


PATHOLOGY SECTION, B.C.M.S. 


6:15 P.M. Dinner 8:30 P.M. Scientific Session 
Sinai Hospital 


» Tuesday, December 27 < 


ANESTHESIA STUDY COMMITTEE 
8:00 P.M., 1211 Cathedral Street 


Saturday, January 7 < 


MEDICINE 1960 


4:30-5:00 P.M. WMAR-TV 
Comprehensive Care for the Elderly. 


MASON F. LORD, M.D. 


& Monday, January 9 < 


SACRED HEART HOSPITAL 
MEDICAL STAFF 


11:30 A.M. 
Schgol of Nursing, 
Bellevue Street, Cumberland 


COMMITTEE FOR THE STUDY OF 
PELVIC CANCER 
8:00 P.M. Franklin Square Hospital 


®. Tuesday, January 10 < 


MARYLAND SOCIETY ON ALCOHOLISM 


Officers and Executive Committee 
8:00 P.M. Council of Social Agencies, 
22 Light Street 


PEDIATRIC SECTION, B.C.M.S. 
8:30 P.M. 1211 Cathedral Street 


Wednesday, January 11 < 


BALTIMORE CITY DENTAL SOCIETY 
Lord Baltimore Hotel 
2:00 P.M. 
Dr. H. A. Robinson—University of Maryland 
“Physiology and Psychology of Pain” 
6:00 P.M.—Cocktails and Dinner 


8:00 P.M. 
Panel: “Facial Pain and Its Diagnosis” 


MARYLAND SOCIETY FOR 
MENTALLY RETARDED CHILDREN 
GREATER BALTIMORE CHAPTER 
8:15 P.M., 2525 Kirk Avenue 
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Mrs. Raymond V. Rangle, president of the 


Woman's Auxiliary to the Baltimore City Medical Society 


ADELINE RANGLE was born in Norfolk, Virginia, and grew up in Roanoke. 
After graduating from high school, she attended the University of Vir- 
ginia School of Nursing where she received her R.N. 

She moved to Baltimore in 1941 to do private duty nursing. At the University 
Hospital, she met Raymond Rangle, M.D., whom she married in 1943. 

During the past 16 years, Madeline has devoted her time to her husband 
and home, as well as to various organizations. She was a member of the Executive 
Committee of the National Foundation for Infantile Paralysis, from which she 
was awarded a pin representing seven years pf volunteer service. Numerous health 
drives have claimed much of her time, and the past six years have seen her busy 
with the work for the Baltimore City and the Medical and Chirurgical Faculty 
Auxiliaries. 

Prior to her being elected president of the Baltimore City Auxiliary, Made- 
line served as corresponding secretary and chairman of the Ways and Means, 
Membership and Hospitality Committees. As a Board member of the State Aux- 
iliary, she has been corresponding secretary and chairman of arrangements for 
the Annual Convention for two years. 

She is also a Board member of the Maryland General Hospital Auxiliary, 
and in the past two years has given many volunteer hours in the hospital coffee 
shop. When she can spare a few minutes from her Auxiliary work, she enjoys 
working in her garden and making her own clothes. Both of these pastimes have 
been sadly neglected this year. 

A highlight of the 1960-1961 Auxiliary year will be a Mardi Gras dinner- 
dance on February 4. The proceeds from this will benefit our Student Aid and 
Scholarship Funds. Loans of $500.00 each have been made to two medical students 
so far this year. Our scholarship of $250.00 will have been awarded to a student 
by the time this goes to press. 

No membership drive is planned, but Madeline hopes that many non-mem- 
bers will become interested in joining the one auxiliary whose sole purpose is to 
carry out the projects referred and approved by. the Medical Society. To count 
every doctor’s wife as a member continues to be our goal. 
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BENYL EXPECTORANT quickly comforts the 
ghing patient because it is formulated to 
‘lieve all phases of cough due to upper 
piratory infections or allergies. Combining 
ibodry!®—potent antihistaminic; Benadryl®— 
time-tested antihistaminic-antispasmodic; 
d three well-recognized antitussiyve agents, 
BENYL EXPECTORANT: 
bothes irritation quiets the cough reflex 
econgests nasal mucosa facilitates expec- 
tion decreases bronchial spasm - and 
es good, too. 


for every phase cough... 
comprehensive relief 


MBENYL EXPECTORANT 


Each fluidounce of AMBENYL EXPECTORANT © contains: 


Ambodryl® hydrochloride ............ 24 mg. 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadryl® hydrochloride ............. 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate ........... Ye gr. 
Ammonium chloride... ...5... 8 gr. 
Potassium guaiacolsulfonate ........... 8 gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 tea- 
spoonfuls; children ¥2 to 1 teaspoonful. 27160 


Exempt narcotic 
PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


PARKE -DAVIS 
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IN A“PROBLEM” ARTHRITIC 


In rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 
betes has not been exacerbated. She is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “‘chronic” condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 


UIS]=) MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa, 
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and purulent exudate 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 
you a high degree of 
assurance of obtaining the 
desired anti-infective action 
in this as in a wide variety 
of bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


*Trademark, Reg. U. S. Pat. Off. 


The Upjohn Company} 
Kalamazoo, Michigar 


your broad-spectrum 
antibiotic of resort 


NaClex 


benzthiazide 


A basic principle of diuresis is that “increased urine 
volume and loss of body weight are proportional to 
and the osmotic consequences of loss of ions.’’! 


Robins’ new NaClex is a potent, oral, non-mercurial © 


diuretic that helps reduce edema through the appli- 
cation of this fundamental principle. It limits the 
reabsorption of sodium and chloride in the renal 
proximal tubules (with a relative sparing of potassium). 
The body’s homeostatic mechanism responds by in- 
creasing the excretion of excess extracellular water. 
Thus the NaClex-induced removal of salt leads to a 
reduction of edema. 


a unique chemical structure 


NaClex (benzthiazide) is a new molecule which pro- 
vides a “pronounced increase in diuretic potency”? 
over its antecedent sulfonamide compound. Com- 
pared tablet for tablet with current oral diuretics, it 
is unsurpassed in diuretic potency. 


When writing to advertisers please mention the Journal—it helps 


a new diuretic 
with an 
unsurpassed 
faculty for 
salt excretion 


as salt goes, so goes edema 


twofold value 


NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with various 
conditions. It also has antihypertensive properties 
and may be used alone in mild hypertension or with 
other antihypertensive drugs in severer cases. 


For complete dosage schedules, precautions, or other informa- 
tion about NaClex, please consult basic literature, package 
insert, or your local Robins representative, or write to the 
A. H. Robins Co., Inc. 

Supply: Yellow, scored 50 mg. tablets. 


References: 1. Pitts, R. F., Am. J. Med., 24:745, 1958. 2. Ford, 
R. V., Cur. Therap. Res., 2:51, 1960. 


A. H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 
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This unusual book is aimed at the needs of the gen- 
eral practitioner, general surgeon and industrial 
physician—the men who see hand injuries first. Full 
page plates and explicit text give you quick instruc- 
tions on treating every type of hand injury you are 
likely to see—from Jacerations and puncture wounds 
to fractures and crushing injuries. 

Extensive coverage is given to closed injuries of the 
hand and their management: contusions, swellings, 


New!—A Manual and Atlas for the General Surgeon 
Marbie—The Hand 


avulsion of tendons, burns, sprains, frostbite, frac- 
tures and dislocations. Open injuries aré then con- 
sidered. Beautiful drawings illustrate methods of 
tendon advancement; repair of lacerated nerve; skin- © 
graft; repair of traumatic amputation of finger; etc. 
Separate chapters cover: splinting; infections; and 
tumors of the hand. 


By HENRY C. MARBLE, M.D., F.A.C.S. geon to the 
Massachusetts General Hospital. 207 pages, 614” 
$7.00. 4 January! 


New!—Solid Information on Every Phase of Modern Hypnotic Practice 
Meares —A System of Medical Hypnosis 


Here is sound advice on how to apply hypnosis safely 
and effectively in your everyday practice. Dr. Meares 
gives step-by-step instructions for each method of 
induction: by direct stare; by suggestions for relax- 
ation; by arm levitation; etc. He gives practical help 
on choosing the right method of induction for a par- 
ticular case. 

You'll find suggestions for clinical use of hypnosis in 
relief of pain and insomnia; as an aid to diagnosis; 


New!—Sound Advice on Meeting Hundreds of Surgical Hazards 


and as an anesthetic agent. The value of hypnosis in 
obstetrics and delivery is clearly discussed —with 
methods, problems and complications pointed up in 
rich detail. There are useful hints on applying hyp- 
nosis in the treatment of various gynecologic dis- 


orders, chronic illness, psychogenetic obesity, and 
alcoholism. 


By AINSLIE MEARES, M.D., D.M.P., Melbourne, home | Presi- 
dent, Society for Clinical and 
x74 


imental 
484 pages. About $10.00. 


Artz & Hardy— Complications in Surgery & Their Management 


With the aid of 69 authorities, the editors have com- 
piled a complete text on the pitfalls of surgery — 
from preoperative preparation through post-opera- 
tive convalescence. The authors cover general com- 
plications that may occur in almost any type of 
surgery, such as infections, wound dehiscence, shock, 
transfusion reactions, etc. Next, the management of 
special problems of severe pain, anesthetic compli- 
cations, nutritional problems and emotional crises is 
clearly described. More than half of the book is de- 


voted to the specific complications that arise in par- 
ticular surgical operations. 

Comprehensive chapters detail complications of: 
antibiotic therapy—radiation therapy—pulmonary 
resection—splenectomy—appendectomy—pediatric 
surgery—hernia repair—surgery of the breast— 
common fractures — burns — ete. 


Edited by CURTIS P, ARTZ, M.D., F.A.C.S., Associate Professor of 
Surgery; and JAMES D. HARDY, M_D., t "A.CS., Professor and Chair- 
man of the Department of Sur urgery, University of gg With 
Contributions by 69 — Authorities. 1075 pages, 7”x10”, with 


271 illustrations. $23.0 New! 


Name. 


Order Today from W. B. SAUNDERS COMPANY 
West Washington Square 


Please send and charge my account: 

(1 Marble—The Hand: A Manual & Atlas for the General Surgeon, $7.00. (Send when ready) 
(] Meares—A Systertt of Medical Hypnosis, about $10.00. 

(1 Artz & Hardy—Complications in’ Surgery & Their. Management, $23.00. 
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When writing to advertisers please mention the Journal—it helps 


PRESCRIBE A FINE GIFT 
FROM KIRK... 


JEWELRY 
© SILVER 

© CRYSTAL 
CHINA 


ROLEX OYSTER PERPETUAL . . . The 25-jewel rotor-self winding 
Perpetual chronometer movement is certified for accuracy by a 
Swiss Institute for testing watches. The 14K gold Oyster case 
provides complete protection against water, dust and all im- 
purities . . . $300. Fed. tax included. 


© 421 W. Charles St @KIRK Corner Towson Edmondson Village 


AN AMERICAN TRADITION SINCE 16186 
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LICENSED BY MD. STATE DEPT. OF HEALTH 


AGED - CHRONIC - CONVALESCENT 
24 HOUR NURSING CARE 
EFFICIENT STAFF OF NURSES AND ATTENDANTS 
MODERATE RATES 


Large Private & Semi-Private Rooms, Falls and Easy Stairs 


FULLY EQUIPPED WITH AUTOMATIC 
SPRINKLER SYSTEM 


Wide Porches and 3 Acres of Beautiful Grounds 
Consistently Modernized Since 1898 
INSPECTED & APPROVED BY BALTO. CITY HEALTH DEPT. 
6000 BELLONA AVE. at Belvedere Ave. — Balto. 12, Md. 
#11, 44 & 56 Busses & #8 Trolley 
ROBERT FUSSELBAUGH, JR.—DIRECTOR 


IDlewood 5-7977 


CHARTER MEMBER - MD. NURSING HOME ASSN. 
MEMBER - AMERICAN NURSING HOME ASSN. 


BALTIMORE'S NEWEST, MOST LUXURI- 
OUS APARTMENTS & DOCTOR’S OFFICES 


= “ 
3201 N. CHARLES ST. 
BALTIMORE, MARYLAND 
@ Opposite Wyman Park, Art Museum 
& Johns Hopkins University 
@ Doctor’s Offices Ground Floor 
@ Ideal Location 
e Central Air Conditioning 
e@ Temperature control in each room 
Located in Baltimore’s Largest Section of 
Apartment Houses 
DOCTOR’S OFFICES will be Finished to 


Suit Tenant 


Call MARION J. NASCO, BG F435 


COMPLIMENTS 
OF 


THE BALTIMORE STEEL 
COMPANY 


PHYSICIANS HOSPITAL 
LABORATORY SUPPLIES & EQUIPMENT 


SKILL SURGICAL INC. 


843 N. HOWARD STREET 
BALTIMORE 1, MARYLAND 
Tel. MUlberry 5-2277 


e 
218-220 WILLIAMS STREET 


CUMBERLAND, MARYLAND 
Tel. PArkview 2-7000 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 

RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASE 
WHICH INACTIVATES 

OTHER PENICILLINS 


RISTOL 
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OrrictAL PACKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


( sodium dimethoxyphenyl penicillin) 
For Injection 


CUT HERE FOR FILING 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 


Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl] penicillin) , equivalent to 900 mg. dimethoxyphenyl penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours. 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 
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Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours | 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


CUT HERE FOR FILING 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
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OrrictAL Packace CircuLar (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococca! peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antomicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 meg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 meg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment, Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parentera! B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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JNIQUE SYNTHETI 


In the presence of staphylococcal 


penicillinase, STAPHCILLIN remained active 
os! and retained its antibacterial action. 
By contrast, penicillin G was rapidly 
a destroyed in the same period of time. 
- i (After Gourevitch et al., to be published) 
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PENICILLIN G 
STAPHCILLIN 
PENICILLIN G 


Specifically for “resistant” staph... 


Stapheillin 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 
the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


Unlike other penicillins: 


1 Srapuciiuin is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 
a wide variety of infections due to “resistant” staphylococci, many of which were serious 
and life-threatening. 


Like other penicillins: 

STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 
penicillin G. In occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
additional information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 


BRISTOL LABORATORIES > SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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SYNCILLIN 


ACUTE BRONCHITIS * 


H.F. 45-year-old white female. First seen on 


Aug. 24, 1959 with acute bronchitis of 3 


“duration. Culture of ‘the sputum revealed ‘alpha. 


hemolytic streptococei. A 250 mg. SYNCILLIN 


“tablet was administered 3 times daily. “Another 


sputum ‘culture ‘taken on Aug. 27 showed no growth. 


Aug. ‘the ] patient appeared. much improved 

and: “SYNCILLIN was discontinued. 
casesummary 
§=6Recovery uneventful. 


ical Department 


(phenoxyethyl penicillin pot a 


STOL LABORATORIES: 


ISIZED A ND MADE AVAILABLE BY BI 
sage form to meet the individual requirements of patients of home, office, clin atients of | 
250 mg. (400,000 units). Syncillin Tablets — /mg. (200 
yngillin for Oral Solution — 60 ml. bottles — when 
Syngillin Pediatric Drops —1.5 Gr s —when reconstituted, 125 mg. (200,000 
in Pediatric Drops —1.5 Gm. bottles. Calibrated dropper per Sm. 
be treated for at least 10 days to prevent the de 
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OPEN DAILY & SUNDAY 9 A. M. to 2 A. M. 
We Invite You To Visit Our Internationally Fifth: and Brentwood Aves. (1 bik. N. E. of Dundalk & Holabird Aves.) Residents o 
Famous Wine Cellar . County use Baltimore Harbor Tunnel—take Holabird Ave, Exit—go { mile. 


Where you'll see wines and brandies dating back to 
the days of George Washington. PLUS imports from 
every country in the world. 


OVER 10,000 UNUSUAL BOTTLES TO EXPLORE! 


Ge FREE PARKING OPPOSITE AT. 5-0520 


We cater to Private Parties, Weddings, Banquets and Dinners. 
Private Vintage Room—Will serve up to 100 Guests. 


Medical Book Store 


Specializing in New Medical Books 


STUDENTS BOOK STORE 
(Opp. Johns Hopkins Hospital) 
1818 E. Monument St. 
DI 2-7901 
Baltimore, Md. 


GOLDEN ACE GUEST HOME 


MYRA E. TALBOTT, PROP. 
ALL NEW BRICK CONSTRUCTION 
In the beautiful rolling bills of Carroll County for 


AGED—CHRONIC—CONVALESCENT 
CARDIAC—PARALYSIS— 
POST OPERATIVE 


Outdoor Sotivitinn-—-Croauet — Badminton — Guests’ 
Individual Flower Gardens 


Indoor Activities—Occupational Thera — Organ 
usic, day and night—T.V. cing 


PATIENTS ON ONE FLOOR 
Phone: Sykesville 733 Sykesville, Rt. 2, Md. 


NEW 
NORTH BALTIMORE 
MEDICAL OFFICE CENTER 
t 


a 
5820 YORK ROAD 


(between Homeland & Belvedere Shopping Centers) 
2 story and terrace level office building 
with 
NOW under construction. 

Completion date: March, 1961. 

Present Tenant Roster: 

Dr. George G. Finney 

Dr. George G. Finney, Jr. 

Dr. C. W. Finney 

Dr. |. Ridgeway Trimble 

Dr. H. E. Wilgis 

Dr. Earl Clemson 

Dr. Ferd E. Kadan 

Dr. John H. Wooden 


Additional office area presently available. 
Call 


W.H.C. WILSON & CO. 


312 Wyndhurst Ave. 


ator and extensive PARKING area - 


IDlewood 3-7800 


Offering 2 GENERATIONS of research 
and experience in cooperation with the 
MEDICAL PROFESSION 


CORRECT SHOES 


for every need 
Normal Pronators 
Straight Supinators 
Corrective D. B. Splints 


Modifications and Custom Work 


HERBERT COX 


Pikesville 8, Baltimore 1, 
1433 Reisterstown Rd. 210 N. Liberty 
HU 4-0021 SA 7-7883 
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® 
| relieves pain, 
muscle spasm, 


nervous tension 


rapid action + non-narcotic + economical 
“We have found caffeine, used in combination with acetylsalicylic acid, acetophenetidin, 
and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 
vaila ble: Fiorinal Tablets and | £ech contains: Sandoptal (Allylbarbituric Acid N.F. X) 


wl wm — Fiorinal Capsules 50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 
200 mg. (3 gr.) , acetophenetidin 130 mg. (2 gr.). 


Dosage: 1 or 2 every four hours, according to need, up to 6 per day. 


For Home or Office 


3-Cushion Lawson Sofa — $199 


Love Seat — $155 Lounge Chair — $108 
Choice of Round or Square Arms 


Available at above prices in a wide choice of 
coverings including U. S. Naugahyde. 

ATTENTION PHYSICIANS & SURGEONS: We invite your 
inquiries for individual items or complete office installa- 
tions, including draperies, carpeting and accessories .. . 
YOU PAY ONLY FOR YOUR PURCHASE .. . not for 
the decorator services which we provide in conjunction 
therewith. 


BENSON 


CHARLES ST. AT FRANKLIN MUlberry 5-4510 
Free Parking — 3 Park-Shop Locations 
Within 2 Block of Our Store 
OPEN MONDAY & THURSDAY UNTIL 8 P.M. 


OF4A74 7.9 


IMPORTER 


RUGS 


CLEANED « STORED 
REPAIRED 


By Native Experts, Under The Personal Super- 
vision Of Mr. Hanna In One Of Baltimore's 
Newest & Most Modern Plants Where— 
Moderate Prices Prevail. 


Specialists in 
CLEANING WALL TO WALL CARPETS 
& FURNITURE IN YOUR HOME 


2015 W. 41st ST. 
HOpkins 7-6600 


Baltimore, Md. 


SPECIAL DIET SHOP 


221 N. Howard St. Baltimore 1, Md. 
(Opposite Hutzler's) 
Telephone SAratoga 7-0383 


MARYLAND'S HEADQUARTERS FOR YOUR 
PATIENTS WHOM YOU HAVE PLACED 
ON SPECIAL DIETS... . 


low-sodium 
low-calorie 


sugar-free 
allergenic foods 


Largest stocks and most comprehensive variety of specialty 
foods south of New York. 


LICENSED & BONDED 

MALE & FEMALE 

GRADUATE 

UNDERGRADUATE 

PRACTICAL 

MATERNITY 

COMPANION 
NURSES 

For Private Homes 
Hospitals 
institutions 

Sarah V. Anderson, Mgr. Dir. 
24 Hour Service 
BElmont 5-7135 


If no answer call: HOpkins 7-6746 
Baltimore 18. Md. 


613 E. 32nd St. 


613 Homestead St. 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


ACCREDITED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS. 


Dedicated to the care 
of those suffering from 
emotional disturbances 
and other neuropsychi- 
atric disorders requir- 
ing special supervision. 


H. E. ANDREN, M.D., F.A.P.A., 
Director 


Beautiful countryside. 
Excellent food. Trained 
staff. Recreation and 
Occupational Therapy. 
Group Psycho-ther- 
apy emphasized. 


Tel. MA 2-1200 
12101 Columbia Pike 
SILVER SPRING, MD. 
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“WEIGHT, ANOREXIA, LACK YF VIGOR); CONVALESCENCE FROM | 
SURGERY OR SEVERE INFECTIONS; WASTING DISEASES; BURNS; 
FR ACTURES;. OSTEOPOROSIS; AND IN OTHER CATABOLIC STATES | 9 
PROMOTES AND MAINTAINS POSITIVE NITROGEN BALANCE HELPS | 
RESTORE APPETITE, STRENGTH, -AND VIGOR BUILDS FIRM, LEAN 
MUSCULAR TISSUE  FAVORABLY INFLUENCES CALCIUM 
ADROYD. action to the extemt that masculinizing effects have not been 
clinical ntages of ADR are Neither estrogenic ni pr Ze 
tional. No significant fluid retentio: . Apparent freedom from nausea, vomiting, and other | ar 
gastrointestinal disturbances. Effective by the oral route. 
medical brochure, ilable t6. phi ans, for ¢ Ninistration | 
Supplied: Wome. scored tablets. bottles of 30, | DARKE-DAVIS | 


Hydroflumethiazide Reserpine Protoveratrine A 
An integrated multi-therapeutic 


antiltypertensive, that combines in balanced pro- 


In each SALUTENSIN Tablet: portions three clinically proven antihypertensives. 
Saluron® (hydroflumethiazide ) — 
a saluretic-antihypertensive 50 mg. Comprehensive information on dosage and precautions 


Reserpine —a tranquilizing drug with 

peripheral vasorelaxant effects ............+s000 0.125 mg. 
Protoveratrine A—a centrally mediated 

vasorelaxant 0.2mg. BRISTOL LABORATORIES « Syracuse, New York 


in official package circular or available on request. 


A 


NEW ORIGINAL GIFTS 
-FOR THAT SPECIAL SOMEONE 


Make Christmas 36) days a year! 


These products assure both.... 


RELAX-A-MATIC MASSAGE 
30X SPRING & MATTRESS 


Thro -h overwhelming popularity, guests of hotels and motels, 
Where RELAX-A-MATIC has been installed, have created a 
demar| for this fabulous RELAX-A-MATIC for the home. 


We a privileged to announce that NOW YOU can have 
PRELA <-A-MATIC in YOUR HOME! 


NOW physical therapy at your finger tips, with the flip of a 
switch 


Me Don't confuse with old fashioned vibrating chairs, tables and 
See hand v brators, etc., that clutter club cellars and closets. RELAX- 
AMA IC replaces your present mattress and box spring—with 
he finest Orthopedic type Box Spring and Mattress that has 
ver bccn developed. 


76 Transmitters convert the 312 specially-built coil springs into 

thousands of tiny fingers gently soothing and massaging the 

@itire body. Just set the timer from 5 to 30 minutes for perfect 
felaxation. 


FOR THE FIRST TIME! 
The soothing and stimulating benefits of a hand massage, 
PLUS—a refreshing night of sleep for just pennies a day. 


Science says “few people can get into the third phase of sleep,” 
Which is complete rest—Now with RELAX-A-MATIC this is 
mcomplished night after night for your health’s sake. 


Most gratifying are the hundreds of letters and telephone calls 
ftom our clients stating that for the FIRST TIME they have 
honestly enjoyed relief from rheumatic and arthritic pains, back- 
ache, headache, etc., because of the stimulating effect of .. . 


THE FABULOUS RELAX-A-MATIC 
Gill us today—See coupon below for’ HOME demonstration. 
10 YEAR GUARANTEE 


We offer two of the world’s FINEST PRODUCTS that CANNOT be purchased in stores or on the open market. 
Science has proven that the two most priceless ingredients in a human’s life are good sleeping and eating habits. 


LUSTRE CRAFT 
SURGICAL STEEL COOKWARE 


LUSTRE CRAFT — SURGICAL STAINLESS 
STEEL COOKWARE 
KITCHEN MAGIC — KITCHEN BEAUTY 
AND THE SECRET OF FLAVORFUL COOKING 
Now you can prepare a and NUTRITIOUS 


THE LUSTRE CRAFT WAY 
WITH ALL NEW 18-8-302 
LUSTRE CRAFT COOKWARE 


Garden fresh vegetables retain color cooked without adding 
water. 
Enjoy food the waterless “LUSTRE CRAFT” way. 
Inexpensive pot roasts become succulent and tender—meat 
shrinkage is kept at a minimum. 
Now you can cook with little or no grease. 

ESSENTIAL MINERALS AND VITAMINS ARE RE- 

TAINED WHY? 

1. LUSTRE CRAFT is made of even-heating 3-ply- stainless 
steel which absorbs heat readily from the range as it 
flows evenly through the bottom; cooks foods thoroughly, 
evenly and gently. 

2. Snug, moisture seal covers prevent loss of flavors. 

3. Each food cooked in its own natural juices. 

4.Foods cooked over low heat, produce the famous 
“simmered flavor” which is a favorite taste-treat re- 
membered from Grandmother’s day. 


AND TOO — 
NO MORE SCOURING OF POTS AND PANS— 
NO MORE POT WATCHING 
NO MORE MIXING OR STIRRING 
SAVE AN HOUR EVERY DAY AWAY FROM 
THE KITCHEN 


LUSTRE CRAFT CARRIES A 
LIFETIME GUARANTEE! 


FOR THE YOUNG MODERNS — 
We are the originators of the HOPE CHEST 
CLUB for single working girls. 
Christmas is the ideal time to start YOUR HOPE 
CHEST—or to add to the one already started 
for yourself. 


YOU OWE IT TO YOURSELF AND YOUR FAMILY TO INVESTIGATE THESE PRODUCTS! 


FOR A FREE HOME DEMONSTRATION AND A LIFETIME OF HAPPINESS FILL OUT THE COUPON BELOW AND 
RECEIVE A BEAUTIFUL SURGICAL STAINLESS STEEL SALAD SET 


I am interested in receiving WITHOUT COST OR OBLIGATION a FREE HOME DEMONSTRATION on 


e 
regarding the () RELAX-A-MATIC or 1. LUSTRE CRAFT COOKWARE 


MOh.wk 4-9907—MOhawk 4-5978—ORleans 5-1078 


DISTRIBUTED BY 


GEO. W. COOKE AND ASSOCIATES, INC. 


3006 W. Cold Spring Lane 


Baltimore 15, Md. 
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3006 W. Cold Lane 
Baltimore 15, Md. 
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“We've got you covered, Doctor!” 


* PLaza | 2-3340 


Use “AIR CALL”- 
our pocket radio 
to receive your 
calls - wherever 
you are... 


Your telephone 
answered 

by experienced 
operators whenever 
you're out! 


Economical, lightweight, 
convenient and time- 
saving! You are never 
farther from your office 
than the radio in 

your pocket. Our radio 
paging division establishes 
instantaneous contact 

with you in any 
emergency! 


Call for details. 


Promptly, efficiently, 

and now, more 
economically than ever 
before, branch operations 
all over the city and 
neighboring communities 
enable us to serve 

as a personal 

secretary, 24 hours 
every day Inquire 

about our low, low rates! 


PHYSICIANS’ EXCHANGE 
PLaza 2-3340 


Main Office: 1615 Court Square Building 
Baltimore 2, Maryland 
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EXECUTIVE SECRETARY'S NEWSLETTER 


EDICAL CARE 
PROGRAM 


-RAY & FLUOROSCOPY 
INSPECTION PROGRAM 


ADIOLOGISTS MEET 


THANK YOU 
FOR FACULTY STAFF 


EE SCHEDULE 
REVISIONS 


[(ONTGOMERY COUNTY 
PUBLICATION 


December, 1960 


Arrangements are being completed to extend medical care 
to the medically indigent over age 65 in the City of 
Baltimore as a result of the passage and signing into 
law of the Kerr-Mills Bill. In meeting with Health 
Department officials, Faculty committee members learned 
that the passage of the bill will result in an exten- 
sion of services to medically indigents over age 65 in 
the counties, and introduction of such service for City 
of Baltimore residents who, heretofore, have not been 
eligible for such care. 


It was also learned that many physicians are not aware 
of the provisions of the Medical Care program in the 
Counties, including the fact that the program provides 
for consultation fees of $10.00 for first visit and 
$2.00 for subsequent visits. 


Full details can be obtained from county health offices. 


The State Health Department also advised that inspec- 
tion personnel are available to inspect X-ray and 
Fluoroscopy equipment for safety in operation and 
installation. There is no charge for this service. 
Contact should be made through the State Health Depart- 
ment, Baltimore 1, Maryland. 


The Maryland Radiological Society will hold its January 
meeting on the 17th at 5:30 pem., at the Sheraton-— 
Belvedere Hotel. Dinner is at 7:00 pem., while the 
scientific paper will be presented at 8:00 p.m. 


"I would like to take this opportunity to express my 
deep gratitude...most places I have written to have not 


been so prompt nor so courteous. You do not take the 
attitude, *Let's get rid of the pest’? that others do. 


"J shall always remember your kindness. We...shall 
have kind regards for you." 


At the request of the Faculty, the Workmen's Compen- 

sation Commissioner in Maryland, deferred taking action 
for 90-120 days on the recently submitted fee schedule 
for cases treated under the Workmen's Compensation Act. 


This action was taken after it was learned that various 
Specialty groups throughout the state had not been con- 
sulted as to the scheduled revisions. Work is now pro- 

gressing on further changes and/or revisions and these 

will be presented to the Faculty's Council in January, 

1961, for transmission to the Commissioner. 


Montgomery County Medical Society has recently pub- 
lished a booklet being distributed to the public on 
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MONTGOMERY COUNTY 
PUBLICATION (cont'd) 


PERSONALITIES 


FACULTY'S 
PROFESSIONAL 
LIABILITY 
INSURANCE 
PROGRAM 


COMMITTEE ACTIVITY 


BUILDING 
RENOVATIONS 


COMPENSATION ACT 
AMENDMENT 


REGIONAL ASSISTANTS' 
TRAINING SESSION 


"Choosing Your Physician." The booklet deals with the 
importance of having a family physician, as well as the 
importance and types of health insurance coverage that 
the average family should have. Copies are available 
from the Society Offices, 11228 Georgia Avenue, Wheato, 
Maryland. 


Jacob H. Conn, M.D., was elected chairman of the Natio 
al Society for Clinical and Experimental Hypnosis? 
three examining boards (dental, psychological and medi. 
cal); Helen B. Taussig, M.D., has been named a vice- 
president of the American Heart Association; Harry | 
Douglas Cooper, M.D., Salisbury, Md., has been elected 
a member of the American Medical Writers? Association; 
E. Cowles Andrus, M.-D., has been promoted to Professor 
of Medicine at Johns Hopkins University School of 
Medicines; Colonel Robert C. Kimberly, Medical Corps, 
Maryland National Guard, has been elected third vice- 
president of the Association of Military Surgeons. 
Elected to membership in the American Society of Anes- 
thesiology are: Hollis E. Bivens, M.D., Bethesda, and 
Richard I. Mazze, M-D., Silver Spring. 


The Facultyts Professional Liability Insurance progran 
is meeting with marked acceptance by the members 
throughout the state. The Insurers, St. Paul Fire & 
Marine Insurance Company, through their local agents, 
are now presenting a program of accident prevention to 
component societies who request it. Contact should be 


‘made through the Faculty office. 


Committee activity has been extensive throughout the 
month of November - — more than 15 committees of the 
Faculty held meetings during the month. 


Ground and basement floor space in the Faculty buildin 
will be completely renovated by the end of 1960; with 
work proceeding according to schedule on the remaining 
floors in the building. 


The United States Department of Labor has advised the 
Faculty of existence of a recent amendment providing 
for choice of physician, "...from a panel (of physi- 
cians) to be named by the employer." This primarily 
affects workers under the Longshorements and Harbor 
Workerst Compensation Act, who are not now covered 
under Maryland*s Compensation Act. 


A Regional Assistants' Training Session is scheduled 
for January 19th at the Indian Spring Country Club, 
in Montgomery County. Full details will be given later 


ecuti Secretary 
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FINANCIAL MANAGEMENT 


DOCTOR 


Your System Also Needs 

Periodic Check-Ups . . 

Improved routines and 
positive controls. 


Accurate diagnosis, your 
full cooperation and our 
continuing supervision 
will assure effective 
control of ALL 
financial matters. 


CAN YOU AFFORD LESS 


? 


CALL SA 7-5431 


PROFESSIONAL MANAGEMENT CO, 


408 Aurora Federal Building 
Baltimore 1, Md. 


Robert W. Lee, CPA 


NOT A CURE ALL—BUT 
THE BEST AIDE KNOWN 


Wm. P. Parr, CLU 


Serving the medical profession 
for over a third of a century 


For Your Patients’ 
Convenience 


WE RENT 


HOSPITAL BEDS 
( Vari-Height ) 


(Infrared and Ultraviolet) 


(Suction and Pressure) 


WHEEL CHAIRS 
(Folding and Rigid) 


INVALID LIFTERS 
(Hydraulic) 


SURGICAL INSTRUMENT CO.. INC. 
1421 MARYLAND AVENUE + BALTIMORE 1, MD. 


SARATOGA 7-7333 


PARKING FACILITIES AVAILABLE 


DEcEMBER, 1960 
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acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) 


Tablets 


Trancoprin 
interrupts 
the pain cycle 
at 3 points 
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a broad spectrum 
non-narcotic analgesic 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm! 
and quiets the psyche.?*57 


The effectiveness of Trancoprin has been demonstrated clinically® in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series, Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “. .. will 
prove a valuable and safe drug for the industrial physician.’” 


Exceptionally Safe 


No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.°° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 

Indjeations 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —» tension—»spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
\Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(|, )uithnop LABORATORIES , New York 18, N. Y. 
ye A, 


rks reg. U.S. Pat. Off. 1518M 
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PARKING 


Offices Available 
Within 12 blocks of 12 hospitals 


Parking facilities for 300 cars within one block 
e 
Switchboard and secretarial services available 


The LATROBE 2 E. Read St. 
call SAratoga 7-2180 


SAVINGS 
| 


GUARANTEES 


OF ABSOLUTE SAFETY 
These seals are printed in your Fraternity Federal 
Savings passbook. They mean your savings are insured 
to $10,000 by the FSLIC and that Fraternity is supervised 
by the FHLB, Government agencies. There’s no better or 
“as good” protection—Accept NO imitations! 


EARN HIGHER DIVIDENDS 


TIMES 
A 
YEAR 


SAVE SAFELY AND REGULARLY AT 


FRATERNITY 
FEDERAL 


Savings and Loan Assn. 
764-770 Washington Blvd., Balto. 3, Md. 


NEXT DIVIDEND: Dec. 31, 1960; NEW Period 
starts: Jan. 1, 1951. (SAVINGS RECEIVED by the 
10th earn dividends from the FIRST!) 


*&kkkINSURED to $10,000 by FSLIC, Gov't agency 
HIGHER DIVIDENDS PAID QUARTERLY 
THREE DRIVE-UP WINDOWS 
%Customer PARK. LOT at rear door 
Speedy, FREE SAVE-by-MAIL 


A26 


An thony R. Fiorilli 
ANTIQUES 


FURNITURE REPAIRED-REFINISHED 
AND UPHOLSTERED 


CUSTOM MADE SLIP COVERS AND DRAPERIES 
LARGE SELECTION OF FABRICS 


All Work Done on Premises 


4646-50-52 York Rd. BALTIMORE 12, MD. 
IDlewood 5-2666 


CONTRACTORS e BUILDERS 


| JOHN K. RurF, INC. 


3010 RIDGEWOOD AVENUE 


MOHAWK 4-0502 BALTIMORE 15, MD. 


A Home Dedicated to the Care 
of the Chronically Ill, Aged, 


Infirm and Convalescents! 


Le ‘Deau 
Gardens 


Silver Spring, Md. 


i Nursing Home 


For Further 

Information 
CALL 


LO 5-0370 


LENA DUNKUM, R.N. 
ADMINISTRATOR 
Box 657 


Woodmoor Station ¢ Silver Spring, Md. 


Descriptive 
Folder 
On Request 
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Provides greater assurance of more comprehensive relief in acute 
se.f-limiting diarrheas through the time-tested effectiveness of two 
outstanding antidiarrheals— DONNAGEL and a paregorie equivalent. 


Tastes good, too! 


Each 30-ce. (1 fl. oz.) of DoNNAGEL-PG 
contains? 
Powdered opium U.S.P. 
(equivalent to paregoric ml, 
6.0 Gm. 
142.8 me. 


Kaolin 
Pectin 
Natural bellad a all 
hyoscyamine sulfate .. 
atropine sulfate 
hyoscine hydrobromide 
Phenobarbital 


Suppiiep: Pleasant-tasting banana fia- 
vored suspension in bottles of 6 fi. oz. 


0.1037 mez. 
0.0194 mg. 
6.0065 mg. 

16.2 mg. 


— the basic formula — 
when paregoric or an antibiotic is not 
required. 


A. H. ROBINS CO., INC. 


RICHMOND 20, VIRGINIA 


A 
contro! of bacterial diarrheas. 
: 
: 
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We express our gratitude to both the Medical Pro- 
fession and their patients for helping us attain the 
Honored Award presented to our organization by E. R. 
Squibb & Sons for having filled 3,000,000 prescriptions. 


We are truly appreciative of this confidence and trust. 


THOMAS & THOMPSON COMPANY 


pis : Baltimore & Light Sts. 
Phone: Saratoga 7-2960 


Baltimore 2, Md. 
Prescription Chemists since 1872 


ANGEL’S HAVEN 
| STATE-WIDE | 


RESIDENT HOME FOR 
SEVERELY RETARDED CHILDREN 
We Accept Crippled and Bed Patients 
Constant Individual Attention Under the 
Supervision of Trained Nurses 
MRS. GRACE SPIRO, Consultant 
On An Acre of Land 


GLEN BURNIE, MARYLAND 
Point Pleasant Road SOuthfield 1-1588 


RELIABLE NURSES 
REGISTRY 
RUBY E. BOND, Director 


HOSPITALS 


HOMES 
24 HOUR 
service 


REGISTERED & LIC. PRACTICALS 


NOrthfield 8-4848 
7910 Old Harford Road Baltimore 14, Md.___! 


FOR 
EXCELLENT 


NURSING 
CARE 


PARK HILL 


1802 Eutaw Place 


LA 3-7820 
Baltimore, Md. 


GIORGI 


CALL FOR 
A DEMONSTRATION 
DRIVE 


BALTIMORE'S 
OLDEST and LARGEST 
MERCEDES-BENZ 
DEALER 


MOTOR CAR 
COMPANY 


901 DUNDALK AVE.—ME 3-6600 
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(PHENOBARBITAL AND NATURAL BELLADONNA ALKALOIDS) 


Barbidonna Barbidonna Barbidonna 


Ingredient Elixir & Tablets No.2 Tablets _D.A. Tablets 
per fl. OF Per Tablet Tablet 
Phenobarbital %gr.(l16mg.) Ygr.(32mg.) % gr. (16 mg.) 
Hyoscyamine Sulfate 0.1286 mg. 0.1286 mg. 0.1286 mg. 
Atropine Sulfate 0.0250 mg. 0.0250 mg. 0.0250 mg. 
Hyoscine Hydrobromide 0.0074 mg. 0.0074 mg. 0.0074 mg. 


8 Barbidonna D.A. tablets in a.c. dosage release the alkaloids immediately 
before the meal and phenobarbital after the meal. 
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Abbott Laboratories 
The Alcazar 

American Geloso Electronics, Inc. 
American Health Insurance Corp. 
Ames Company, Inc. 

Angel’s Haven 

Armour Pharmaceutical Co. 

Arundel Federal Savings & Loan Assn. 
Ayerst Laboratories 

Baltimore Dictating Machine Co. 

The Baltimore Steel Co. 

Belvedere Nursing Home 

C. J. Benson Furniture Co. 

Bigham Roofing & Sheet Metal Co. 
Blue Dew Corp. 

Ruby £. Bond Reliable Nurses Registry 
Brayten Pharmaceutical Company 
Brentwood Inn 

Bristol Laboratories 

Burroughs Wellcome & Co. 

California State Personnel Board 
Cambridge Instrument Co. 

Cars Rental-Baltimore, Inc. 

Cedarcroft Sanitarium & Hospital 
Charles Street Corsetieres 

Bob Ching Restaurant 

Ciba Pharmaceutical Products 
Cloverland Farms Dairy 

M. J. Cohen Co. 


College Manor 


Commander Hotel 

Geo. W. Cooke & Assoc., Inc. 
Herbert Cox Corrective Shoes 
Daniel’s Pharmacy 

Edgewood Nursing Home 

Endo Laboratories 

Esso Standard Oil Company 
Federated Bookkeeping Service 
The Fesler Company 

Anthony R. Fiorilli 

The Flagship Motel 

Florida Citrus Commission 
Franklin Uniform Company 
Fraternity Federal Savings & Loan Assn. 


SENSE RSA 
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Fulker Motors: 

Geigy Pharmaceutical Division 
General Electric Co., X-Ray Dept. 
George Washington Hotel 
Giorgio Motor Car Co. 
Gladwyn Manor 

Glenbrook Laboratories 
Golden Age Guest Home 
Guild Opticians 

Gundry Sanitarium 

Robert R. Hahn, M.D. 

Hanna Rugs 

Harrington Arms 

House in the Pines 

Hynson, Westcott & Dunning, Inc. 
Eddie Jacobs 

Jefferson Catering Service 
Josie & Maria's Restaurant 
Kensington Gardens Sanitarium 
Samuel Kirk & Son, Inc. 
Kunkel Piano Company 

The Latrobe 

The Laurel Sanitarium 

leDeav Gardens 

Lederle Laboratories 

Lenape Village 

Eli Lilly and Company 

P. Lorillard Company 


Gordon H. McKewin Mechanical Contractors 


Melchor Nursing Home 

Melwood Farm 

Merck, Sharp & Dohme 

Moyer & Steinberg, Inc. 

Murray-Baumgartner Surgical 
Co., Inc. 

National Broadcasting Co. 

Frank A. Olah, Inc. 

Park Hill Convalescent Home 

Parke, Davis & Company 

Pfizer Laboratories 


Physicians and Dentists Adjustment Service 


Physicians Casualty Association 
Physicians Exchange 

Potthast Bros., Inc. 

Professional Business Management 


Greeting 


to our 1960 Advertisers 


Instrument 


Professional Management Co. 
Rammes Baby Practical Nursing 
Read's Drug Stores 

Resinol Chemical Co. 

A. H. Robins Company, Inc. 

J. B. Roerig & Co., Inc. 

Rose Exterminator Co. 

John K. Ruff, Inc. 

Sachs Junior Shoes 

St. Paul Fire and Marine Insurance Co. 
Sandoz Pharmaceuticals 
Sardeau, Inc. 

W. B. Saunders Co. 

Savings Bank of Baltimore 
Schering Corporation 
Schieffelin & Co. 

Sea Charm Apartments 

G. D. Searle & Company 
Shaffer's Convalescent Retreat 
Skill Surgical, Inc. 
Smith-Dorsey 

Smith, Kline & French Laboratories 
Southcomb, Inc. 

Spanish Main Motel 

Special Diet Shop 


R. Squibb and Sons 


Stowaway Motel 

Students Book Store 

Sun Life of Canada 

Tailby-Nason Co. 

Taylor Manor Hospital 

Thomas & Thompson Co. 

Towson Convalescent Home 

Turen, Inc. 

University of 
School 

The Upjohn Company 

U. S. Vitamin Corporation 

Van Pelt & Brown, Inc. 

Villani Realty Co. 

Wallace Laboratories 

Alice Weber Baltimore Nurses Exchange 

Wesson Oil & Snowdrift Sales Co. 

W. H. C. Wilson & Co. 

Winthrop Laboratories 


Maryland 


DAR 


‘We extend our sincere thanks for your patronage during 1960. 

Your recognition of our Journal has enabled us to produce a publica- 
tion worthy of its place in medical literature. 

Our members have found your advertisements informative and 
helpful in securing or prescribing of accepted products and services 


during the past year. 


It is a certainty that they will continue to patronize the concerns 
whose advertisements appear regularly in our pages. 


OUR BEST WISHES FOR A SUCCESSFUL 


AND PROSPEROUS 


61 
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Well, I’ll send the culture 
the lab, and we should 
par from Bacteriology ina 
py or (wo. Now, how 

all we treat her cystitis 
nile we’re waiting?” 


“The chief usually orders AZzoTREX. The azo dye 
is an excellent urinary analgesic and the 
sulfamethizole and tetracycline are likely to take care 

of most of the bugs you find in the urinary tract. 

If necessary, you can switch to something else after you get 
the lab findings. But it probably won’t be necessary.” 


BRISTOL LABORATORIES 
saisro.y Div Bristet-Myers Co, 
‘Soo ™ SYRAQUSE, NEW YORK 
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an antibiotic improveme 
designed to provide 


greater therapeutic effectiveness\ 


Pultvules 


(propionyl erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when basics with food 


Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown?’ to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., et a/.: J. Am. Pharm, A. (Scient. Ed.), 48:620, 1959. 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E.,-et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4, Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
%o the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


OF LOMO 


MORPHINE 

EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about 4; the dosage of morphine hydrochloride and in about V9 the 
dosage of atropine sulfate. 


Decemper, 1960 


When writing to advertisers please mention the Journal—it helps 


LOMOTIL 


PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (%4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 


Subject to Federal Narcotic Law. 


and for use 
in Prshctone New Product Brochure No. 81 from 


6.0. SEARLE «co. 


P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 
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CONVALESCENT RETREAT, Inc. 
Situated on a knoll in the center of 
a 10-acre lawn, beautiful shade trees 
and landscape grounds 
ELLICOTT CITY, MARYLAND 
25 Minutes to downtown Baltimore 
30 miles to Washington 
24-Hour Nursing Service 


MARTIN W.. SHAFFER, Proprietor 


PHONE: 
ELLICOTT CITY 
206 


MILFORD E. JEFFERSON 


Catering Service 


You'll find everything 


SPECIALTIES | you need for 
WEDDINGS 

RECEPTIONS 534 GOLD STREET “Happy Motoring ” 
BALTIMORE 17, MD. 
— at the Esso Sign 


HORS D'OEUVRES 
PARTY SANDWICHES 
TERRAPIN 


OPEN: 9 A.M.-5:30 P. M. 
DAILY EXCEPT SUNDAY 


NIGHT: LA 3-4340 


COCKTAIL SERVICE DAY: MA 3-4513 


ADVANCES IN MEDICAL SCIENCE 


The University of Maryland School of Medicine presents a postgraduate course on ADVANCES 
IN MEDICAL SCIENCE, Beginning January 11, 1961 the course will be given on Wednesdays from 
4:00 to 6:00 P.M. for 19 periods. 


The course is designed for physicians engaged in the practice of medicine or surgery. Planned 
on a three year basis, the course will survey the basic advances made in each of the many fields of 


considered: 


The Scientific Method. 

The Action of Drugs on Cells. 
cee in Diagnosis 

and Thera 

The Mechanism 

of the Kidney. 

Fluid and Electrolyte Balance. 
Ventilation of the Lung, Gas Dis- 
tribution and Diffusion. 

Acute Respiratory Failure and 


Diseases of the Adrenal 
rtex. 


Considerations in Use mag 
Digitalis and Quinidin 

Cardiac Emergencies. 

Newer Concepts in Coronary 
Artery Disease. 

Cardiac Surgery in Valvular 
Heart Disease. 

Recent Advances in 


medicine, together with their applications to the treatment of cheung The following subjects will be 


Blood Groups. 

Hemolytic Anemia. 

Advances in Anesthesia. 
Resuscitation. 

The Metabolism of 

Diabetes Mellitus. 

Diagnosis and Management of 
Diabetes. 


Advances in Neurology. 
The Management of 


CO. N. i Virology. : Parkinsonism. 

2 Narcosis. Viruses and Tum Chronic and Acute 
Disorders of the Pituitary Gland. iecont Advances tr Mycology. Arterial Insufficiency. 
Diagnostic Approach to Amenorrhea. Hemoglobinopathi Thromboembolic 
Adrenal Cortical Physiology. Disorders of Blood Coagulation. Disease. 


Thirty-eight hours of Category I Credit will be allowed by the American Academy of General 
Practice. Further information, application blanks, etc. may be obtained from the Postgraduate Committee, 
University of Maryland School of Medicine, 522 W. Lombard Street, Baltimore 1, Maryland, Phone: 
Plaza 2-1100, Extension 278. 
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Dosage: 2 Tablets B.1,D. (A.M. & P.M.) 


it was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 
The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 
neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 


Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
Menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY ¢ Chattanooga 9, Tennessee 
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for chronic bronchitis 
let 
=; re-x< capsules 


The Original Tetracycline Phosphate Complex U.S. PAT. NO. 2,791,609 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


~ SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HCI 

eye, activity. Bottles of 16 and 100. 
BRISTOL LABORATORIES, syRACUSE, NEW YORK \| TETREX Syrup —tetracycline (ammonium polyphosphate 
Div. of Bristol-Myers Co. buffered) syrup — equivalent to 125 mg. tetracycline HCI 
activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 
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ALL OVER AMERICA! 


KENT with the MICRONITE FILTER 
SMOKED 
ORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


HIS does not constitute a The rich pleasure of smoking 

professional endorsement Kent comes from the flavor 
_of Kent. But these men, like of the world’s finest natural 
millions of other Kentsmokers, tobaccos, and the free and 
smoke for pleasure, and choose easy draw of Kent’s famous 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, ‘‘The Story of Kent’’, for your 
own use, write to: P. Lorillard Company—Research De- 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KE 


3 Results of a continuing study of cigarette preferences, conducted by O’Brien-Sherwood Associates, N.Y., N.Y. 
A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 


Decemser, 1960 
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ALL PHYSICIANS 
ARE WELCOME 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question. authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 


of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


PORTLAND, OREGON 
Wednesday, January 11, 1961 
The Sheraton-Portland Hotel 


MONTGOMERY, ALABAMA 
Friday, January 13, 1961 
The Whitley Hotel 


MINNEAPOLIS, MINNESOTA 
Monday, January 16, 1961 
The Hotel Leamington 


LEMONT, ILLINOIS 
Wednesday, January 18, 1961 
The White Fence Farm 


CINCINNATI, OHIO 
Sunday, January 22, 1961 
The Netherland Hilton Hotel 


NEW DORP, STATEN IS., N. Y. 
Wednesday, February 15, 1961 
The Tavern-on-the-Green 


CHARLESTON, SOUTH CAROLINA 
Thursday, February 23, 1961 
The Francis-Marion Hotel 


ANCHORAGE, ALASKA 
Saturday, February 25, 1961 
The Westward Hotel 


BAKERSFIELD, CALIFORNIA 
Friday, March 3, 1961 
The Bakersfield Hacienda 


WILLIAMSBURG, VIRGINIA 
Wednesday, March 8, 1961 
The Williamsburg Lodge 


ALBUQUERQUE, NEW MEXICO 
Saturday, March 11, 1961 
The Hilton Hotel 


OMAHA, NEBRASKA 
Thursday, March 16, 1961 
The Sheraton-Fontenelle Hotel 


PHOENIX, ARIZONA 
Saturday, March 18, 1961 
The Westward Ho Hotel - 


LOUISVILLE, KENTUCKY 
Thursday, March 23, 1961 
The Sheraton-Seelbach Hotel 


BAY SHORE, LONG ISLAND, 
NEW YORK 

Wednesday, April 12, 1961 
The LaGrange Inn 


BUTTE, MONTANA 
Saturday, April 22, 1961 
The Finlen Hotel 


ITHACA, NEW YORK. 
Thursday, April 27, 1961 
The Statler Club 


ERIE, PENNSYLVANIA 
Wednesday, May 3, 1961 
The Hotel Lawrence 


SACRAMENTO, CALIFORNIA 
Wednesday, May 10, 1961 
The El Dorado Hotel 


LOS ANGELES, CALIFORNIA 
Wednesday, June 7, 1961 
The Statler Hotel 


LABORATORIES, Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y- 
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CHLOROMYCETI 


chloramphenicol, Parke-Davis 


IN VITRO SENSITIVITY OF COAGULASE-POSITIVE STAPHYLOCOCC! TO CHLOROMYCETIN FROM 1955 TO 1959* 


1955 


These sensitivity tests were done by the disc method on 310 strains of coagulase-positive staphylococci. Strains were isolated from 
patients seen in the emergency room. It should be noted that among inpatients, resistant strains were considerably more prevalent. 


*Adapted from Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. 10360 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY + DETROIT 32. MICHIGAN 


with its administration, it should not be used indiscriminately or for minor 
infections. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


® 
1957 * 
1959 
95% 
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Diet Drugs? 


In the long term control of serum cholesterol, 
dietary therapy can achieve the objective in the manner most 
closely approximating physiological norm. 


The long term control of elevated serum cholesterol through changes in the dietary 
pattern of the patient puts nature’s own process to work most effectively to achieve 
the objectives of treatment. Here are the beneficial features of dietary therapy: 

Offers a solution to the related problems of obesity. 

Involves little or no added expense to the patient. 

May be used with complete safety. 

Produces no adverse side effects. 

Preferable for the long-term management of a chronic condition. 


Brings about reduction of serum cholesterol through physiological 
processes, as yet not fully understood. 


Does not usually generate new compounds in the blood, 
thus helping the doctor make a more accurate analysis 
of blood serum cholesterol. 


Elevated serum cholesterol has now been linked an appreciable percentage of saturated fat by 
to an imbalance in the ratio of the type of fat poly-unsaturated vegetable oil. 

in the diet. Reductions in cholesterol levels have An important measure in achieving replace- 
been achieved repeatedly, both in medical re- ment is the consistent use of poly-unsaturated 
search and practice, through the control of pure vegetable oil in food preparation in place 
total calories and through the replacement of of saturated fat. 


Poly-unsaturated Wesson is unsurpassed by any 
readily available brand, where a vegetable (salad) oil is medically 
recommended for a cholesterol depressant regimen. 


f 
a 
a 
; 
| recipe licious main dishes, desserts and lad:dressinas are available. 
your patients. Request quantity needed from The Wesson Peopler Dept. N, 210 Baronme S 
; 


More acceptable to patients. Wesson is preferred 
for its supreme delicacy of flavor, increasing the 
palatability of food without adding flavor of its own. 


Uniformity you can depend on. Wesson has a poly- 
unsaturated content better than 50%. Only the 
lightest cottonseed oils of high iodine number are 
selected for Wesson, and no significant variations 
are permitted in the 22 exacting specifications 
required before bottling. 


‘Economy. Wesson is consistently priced — than 
the next largest seller. 


WESSON’S IMPORTANT CONSTITUENTS 
_ Wesson is 100% cottonseed oil...winterized and of selected quality 
Linoleic acid glycerides 
Oleic acid glycerides (mono-unsaturated 
Total unsaturated 
Paimitic, stearic and myristic glycerides ——) 
Phytosterol (Predominantly beta 
Total tocopherols 
Never hydrogenated—completely selt fre. 
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over five 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. - 
Also as MEPROTABS* — 400 mg. unmarked, coated tablets; and 
as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


Ws WALLACE LABORATORIES / Cranbury, N. J. 
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clinical use... 


...for the tense and nervous patient 


Despite the introduction in recent years of ‘‘new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the wold. : 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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NEW analgesic 


tension 


For neuralgias, dysmenorrhea, upper respiratory 


distress, postsurgical conditions...new compound 


kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.” Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.* 


® Composition: Soma (carisoprodol), 200 mg.; 
j phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


Dosage: 1 or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (Jompound--codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only 4 grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires % grain. 
Composition: Same as Soma Compound plus % grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


€ WALLACE LABORATORIES * Cranbury, N. J. 
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IN COLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPACE” 
RIGHT AWAY 


causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera~ 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 

I) LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 

New York 18, N. Y. age of tissue without interfering with ciliary activity 

or the protective mucous blanket. : 


® For wide latitude of effective and safe treatment, 

NEQ- “SYN RI NE Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride sprays for adults and children; in solutions from 

hydrochloride %% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS soluble jelly. 
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Beating 
too fast? 


Slow it 
down with 


Ze ve i A Si L Serpasil has proved effective as a heart-slowing agent in the : 


(reserpine ciea) following conditions: mitral disease; myocardial infarction; 


cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
suppuiep: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 


SUMMIT- NEW JERSEY 


What’s she doing that’s of medical interest? 


She’s drinking a glass of pure Florida orange juice. And 
that’s important to her physician for several reasons. 

How your patients obtain their vitamins or any of 
the other nutrients found in citrus fruits is of great 
medical interest — considering the fact there are so 
many wrong ways of doing it, so many substitutes and 
imitations for the real thing. 

Actually, there’s no better way for this young lady 
to obtain her vitamin C than by doing just what she is 
doing, for there’s no better source than oranges and 
grapefruit ripened in the Florida sunshine. There’s no 
substitute for the result of nature’s own mysterious 
chemistry, flourishing in the warmth of this luxurious 
peninsula. 


An obvious truth, you might say, but not so obvious 
to the parents of many teen-agers. 

We know that a tall glass of orange juice is just 
about the best thing they can reach for when they raid 
the refrigerator. We also know that if you encourage 
this refreshing and healthful habit, you'll be helping 
patients to the finest between-meals drink there is. 

Nothing has ever matched the quality of Florida 
citrus — watched over as it is by a State Commission 
that enforces the world’s highest standards for quality 
in fresh, frozen, canned or cartoned citrus fruits and 
juices. 

That’s why the young lady’s activities are of medical 
interest. 


oFlcnta Citrus Commission, Lakeland, Florida 


q 


When writing to advertisers please mention the Journal—it helps 


in rheumatic disorders |. ~ 


brand of prednisone-phenylbutazone 


whenever aspirin 
proves inadequat 


an anti- effect 
more potent than that provided by aspirir 
is often desirable to hasten recovery 
and get the patient back to work. 

By combining the anti-inflammatory 
action of prednisone and phenylbutazon 
Sterazolidin brings about exceptionally 
rapid resolution of inflammation with relie 
_of symptoms and restoration of function. 
Since Sterazolidin is effective in low 
dosage, the possibility of significant 
hypercortisonism, even in long-term - 
‘therapy, is reduced. 


dried aluminum “00 ma nesium 
trisilicate 150 mg; and homatropine methylbromide m 
Bottles of 100 capsules. 


Geigy, Ardsiey, New York 


DEcEMBER, 1960 


4 
Each Sterazolidin® capsule contains prednison 
: 
165-60 
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KENSINGTON GARDENS SANITARIUM 


An Ultra-Modern Home in the Suburbs on 
Ten Acres with a Country Atmosphere i 


A MEDICAL INSTITUTION UNDER THE 
SUPERVISION OF REGISTERED NURSES 


“All the Comforts of Home” for 


POST OPERATIVE — MEDICAL — CONVALESCENT — } 
DIABETIC — PARALYTIC — INVALID — AGED —: 


CHRONIC — AMBULATORY — RETIRED GUESTS, Etc. 


4 


@ REHABILITATION FACILITIES @ LOVELY LAWNS 
e@ PrivaTE & SEMI-PRIVATE & SHADE TREES 
RooMs WITH @ SUPERVISED DIETS 


CONNECTING BaTHS PATIENTS May RETAIN 
@ BEAUTIFULLY DECORATED Own Paver 


@ TELEVISION IN SPACIOUS 
LouNGES 24-Hour CARE 
@ LARGE PoRCHES REASONABLE RATES 
Licensed by State and County 


3000 McComas Avenue Kensington, Md. 
For Further Information Phone LOckwood 5-2291—5-0872 


Protection against loss of income from 
accident & sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL PHYSICIANS ALL 
SURGEONS 


DENTISTS 


COME FROM 60 10 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
SINCE 1902 
Handsome Professional Appointment Book sent to you FREE upon request. 


FEDERATED BOOKKEEPING 


Moving UP... 


As the busy profession- 
al man's practice moves 
up, his need for proper 


tax records increases. 


More and more profes- 
sional men recognize 
the value of Federated's 
accurate, out-of-office 
Bookkeeping and Tax 
services and appreciate 
the savings in office time 


and expense. 


Dennis E. Wile, Resident Manager 


SERVICES, INC. 


Randallstown, Maryland 
Tel.—Walnut 2-2112 


Oldfield 3-6468 
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A Licensed Hospital 
Registered with the A.H.A. 


TAYLOR 
MANOR 
HOSPITAL 


ELLICOTT CITY, MD. Entrance Drive to Taylor Manor Hospital 
for the diagnosis and treatment of 


NERVOUS AND MENTAL ILLNESS 
DRUG AND ALCOHOL ADDICTION 


All modern psychiatric therapies available. 


- Descriptive Folder on Request 
Irving J. Taylor, M.D. Medical Director For Admission—phone Ell. City 362 


Individual care and 


Occupational Therapy 
THE GUNDRY SANITARIUM, INC. 


treatment for nervous 


Psychotherapy 2 N. Wickham Rd. ATHOL Baltimore 29, Md. 
ESTABLISHED 1900 and mental disorders. 
Beautiful grounds and 
Women eal Rache] K. Gundry, M.D. Medical Director homelike atmosphere. 


Milton 4-9200 


THE LAUREL SANITARIUM 


Accommodations 
available for 
senile ambulatory 
women who need 
psychiatric care. 


Geriatric 
Hospital 


Buildings in centre 
of 163 acres. 


LICENSED FOR TREATMENT OF NERVOUS AND MENTAL DISEASES 


Phone Parkway 5-1250—Jesse C. Coggins, M. D.—Medical Director 
WASHINGTON BOULEVARD MIDWAY BETWEEN BALTIMORE AND WASHINGTON 


DeEcEMBER, 1960 
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(? FARMS DAIRY 


THE DAIRY WITH COWS 
See Cloverland Golden Guernsey Milk actually 
being produced at Cloverland’s pure bred 
Guernsey Farm—Dulaney Valley Road, 8 miles 
north of Towson. Milking 4 to 6 P. M. 


2200 NORTH MONROE « LA. 3-4920 


Arundel Gederal 


ORGANIZED 1906 


We invite you to open an account 
Savings and Loan 
Association 


Hours 9 A.M. to 2 P.M. Daily—Tuesday Evenings 7 to 9 


DIRECT REDUCTION HOME LOANS 
INSURED SAVINGS e LIBERAL DIVIDENDS 
CHRISTMAS CLUB e SAFE DEPOSIT BOXES 


ELgin 5-9300 


PATAPSCO AVENUE & FOURTH STREET 
Baltimore 25, Md. 


MERCEDES-BENZ 


First In 


Elegance, Quality & Prestige 
MOST MODELS AVAILABLE 
For Immediate Delivery 


SEE THE STUDEBAKER LARK 
QUALITY COMPACT 


Fulker Motors 


4925 Belair Rd. — Balto. 6, Md. 
CLifton 4-3900-3901 


We offer Factory Authorized 
Parts And Service 


For 30 Years Same Location 


GALIFORNIA 


ANNOUNCES 
An Eastern Interview Tour 
JANUARY 15-29, 1961 


for physicians interested in positions 
with California State Mental Health 
Programs; starting salaries $12,576 to 
$14,556. 


Representatives, with authority to make 
definite appointments, will be in Wash- 
ington, D.C., New York and other cities. 


Write for information to: 


Medical Personnel Services 
STATE PERSONNEL BOARD 
801 Capitol Avenue 
Sacramento 14, California 
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unhappily 
overweight? 


minimize care and eliminate despair with 


brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, “‘our drug of choice has 
been methedrine . . . because it produces the same central effect with about one- 
half the dose required with plain amphetamine, because the effect is more pro- 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.’’! Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. 
' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. 


i sli BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified —cap- 
sule-shaped tablets —50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, ‘New York 22, N. Y. 


new 
Squibb Standardized Whole Root Ri fia S ina (R: 
Benzydroflumethiazide (*Naturetin) with Potassium Chloride 


rautaax,® AND waturetin® ARE SQUIBS TRADEMARKS. 
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Antirheumatic Analgesic 


for 


Rheumatoid 
Arthritis 


Planolar combines the cumulative 
antirheumatic and anti-inflammatory 
action of Plaquenil® with the prompt 
analgesic action of aspirin. 


Each tablet contains: Plaquenil 60 mg. 
Aspirin 300 mg. (5 grains) 


Plaquenil “...the preferred antimalarial drug for 
treatment of disorders of connective tissue...” 


Aspirin belongs to “...the most useful group of 
drugs for rheumatoid arthritis.” 


at 


HOW SUPPLIED: Boftles of 100 tablets. 


times daily. After two or three months of therapy, 1. Scherbel, A. L.; Schuchter, S. L., 

the patient may no longer need the added benefit and Harrison, J. W.: Cleveland 

of aspirin. A maintenance regimen of Plaquenil Clin. Quart. 24:98, April, 1957. 
sulfate alone (from 200 to 400 mg. daily) may then 2. Waine, Hans: Arthritis, rheumatoid, 
be substituted. in Conn, H. F.: Current Therapy 1959, 


Philadelphia, W. B. Saunders Co., 
*Planolar, trademark 1959, p. 565. 


LABORATORIES 
New York 18, N. Y. 


| DOSAGE: Adults, 2 tablets two or three REFERENCES: 
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relief from 


for your patients with 
‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 
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stiffness and pain 


atify In relief from stiffness and pain 
in 106-patient controlled study 

(as reported in J.A.M.A., April 30, 1960} 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOMA 


(CARISOPRODOL, WALLACE) 


WW WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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in very! Special cases 
a very brandy. 
‘specify 


HENNESSY 


COGNAC BRANDY. 
_ 84 Proof | Schieffelin & Co., New York 


MELWOOD FARM, situated within 
a secluded 40-acre rural 
location, provides perfect 

accommodation for the 

care and rehabilitation 

of the alcoholic. 

A descriptive folder will 

be sent to you upon request. 


Call or write Melwood Farm, 
Box 182, Olney, Maryland 
Telephone WAlker 4-4744 


Prescription Service for the 
Community 


Skilled pharmacists. 

Convenient locations. 

Special phones for Doctors. 
Complete stocks of pharmaceuticals. 
New prescription products. 


Professional services available: 
Appointment Books 


Courtesy Cards 
Prescription Blanks 


PHARMACIES SINCE 1883 


FRANK A. OLAH, INC. 
ELECTRICAL CONTRACTORS 


Industrial Commercial 
Residential Marine 

5423 O’Donnell St. ME 3-8142 


Baltimore, Md. 


FOR SALE 
Home/office combination available by 
July 1961 in integrated section, NW 
Baltimore; convenient to schools, churches, 
hospitals, and shopping centers. On bus 
line, near bus stop. Nine years old; 3 
bedrooms, powder room. Office; ground 
level (no steps); centrally air conditioned. 
X-ray equipment and waiting room furni- 
ture optional. Reasonable. 


Box #20, Maryland State Medical Journal 
1211 Cathedral Street, Baltimore 2, Maryland 
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Now...the only with extra-broad spectrum venejsits:— 
Nystatin combination action at lower milligram intake...broad- 
range action...sustained peak activity... 

with extra-active security against resurgence of 
DECLOMYCIN® primary infection or secondary invasion. 


Demethylchlortetracycline 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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THE UNIVERSITY OF MARYLAND 
SCHOOL OF MEDICINE 


will offer 
A POSTGRADUATE COURSE IN BASIC ELECTROCARDIOGRAPHY 


to be given under the direction of 
Dr. Leonard Scherlis, Associate Professor of Medicine 


and Head of the Division of Cardiology 


January 19, 20, 21, 1961 at University Hospital, Baltimore 


For full information please write or phone: 


The Postgraduate Committee Office, University of Maryland School of Medicine 
522 W. Lombard Street, Baltimore 1, Maryland ; 
(PLaza 2-1100, ext. 278) 
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Coat styles change—whether it's a blazer or a B-complex vita- 
min. Not long ago, for instance, ‘Vitamins by Abbott’ were 
dressed up with a new-style coating—Filmtab®. 


The most obvious result was a marked reduction in tablet size— 
up to 30% in some products. The tablets themselves: were bril- 
liant in a variety cf rainbow colors. They wouldn't chip or stick 
iogether in the bottle. All vitamin tastes and odors—gone. 


3uch were the aesthetic gains. Behind these, a significant 
»harmaceutical advance: with Filmtab, deterioration is slowed 


Note the two tablets on the shelf abGver Dayalets-M©®. Right, 
the same formula, but Filmtab-coated—potency s bulk is cut 30%. 


ON COATS: 


STYLES CHANGE IN VITAMINS, TOO 


to an irreducible minimum, because the coating process is 
essentially a water-free procedure. 


Finally—most important—Filmtab guarantees that the content 
of each tablet matches the formula printed on the label. While 
the person taking the vitamins may not worry much about rigid 
stability, Abbott does. Assures it, through Filmtab. 

In short, Filmtab’s a name that stands for quality, stability, 
potency. The very best in vitamin coatings. Filmtab doesn't add 
a penny to the cost. And it’s a name found only on 


) VITAMINS by ABBOTT 


Abe 


To meet special nutritional needs of growing teenagers... 


DAYTEENS 


Filmtab 


@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS 
FOR THE GROWTH YEARS 


@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY 
@ HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-SIZE) 
@ ALSO SUPPLIED IN BOTTLES OF 250 AND 1000. 


NOW, DAYTEENS JOINS THE COMPLETE LINE 


OF QUALITY VITAMINS BY ABBOTT: 


FILMTAS 

DAYALETS® 

Table bottles of 100 
Bottles of 50 and 250 


FILMTAB 
DAYALETS-M® 
Apothecary bottles 
of 100 and 250 


Extra-potent maintenance 
formulas—ideal for the 


“nutritionally run-down” 


TAR FILM-SEALED TABLETS, AseoTT 


FILMTAS 
OPTILETS® 
FILMTAS 
OPTILETS-m® 
Table botties of 
30 and 100 
Bottles of 1000 


Therapeutic formulas 
for more severe de- 
ficiencies—iliness, 
infection, etc. 


FILMTAs 
SUR-BEX® with C 
Table bottle of 60 
Botties of 100, 
500 and 1000 


Therapeutic formula of 
the essential B-complex 
plus C, tor convalescence, 
Stress, post-surgery, etc. 


°e 1960, ABBOTT LABORATORIES 0090338 


NEWEST 


PRODUCT 


NUTRITIONAL 


FROM ABBOTT 


TRADEMARK 


EACH DAYTEENS FILMTAB® REPRESENTS: 


(1000 units) 25 mcg. 
Thiamine Mononitrate (Bi). 
Pyridoxine Hydrochloride. 0.5 ng. 
Vitamin Bio (as cobalamin concentrate)....... 2 mcg. 
Calcium 
Ascorbic Acid (C).......... 50 ng. 
lodine (as calcium 0.1 3. 
Manganese (as sulfate)....................... 0.05 n 3. 
Magnesium (as 0.157}. | 
Calcium (as 250 


Phosphorus {as calcium phosphate)......... 193 n 3. 


VITAMINS by ABBOTT 


ABBOTT 
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AN AMES =e 


CLINICAL FOR MODERN PRACTICE™ 


ARE INDICATED IN | 
DIABETICS WITH | 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


BRAND = Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” With the new Graphic Analysis Record included in the CLINITEST 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. ree -~..) 
¢ motivates patient cooperation through everyday use of Analysis Record 

e reveals ata glance day-to-day trends and degree of control AM ES 

¢ provides a standardized color scale with a complete range in the familiar blue-to. COMPANY, INC 


Elkhart + Indiana 
orange spectrum Toronto * Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


..test forketonuria AGETEST® KETOSTIX® 


for patient and physician us€ Reagent Tablets Reagent Strips 


a 


To improve your patients’ mood and 
to help them stick to their diets: 


® Spansule® capsules Each ‘Dexamyl’ Spansule sustained 
= release capsule (No. 2) contains 
2 D XAMY Tablets " Elixir ‘Dexedrine’ (brand of dextro ampheta- 
mine sulfate), 15 mg., and amobarbital, 


1% gr. Each 'Dexamyl’ Spansule capsule 


brand of dextro amphetamine and amobarbital (No. 1) contains ‘Dexedrine’, 10 mg,, and 


: ‘ amobarbital, 1 gr. 
To curb appetite and to restore energy when your Each ‘Dexedrine’ Spansule sustained 
‘ ti t . lj tl d | th ee release capsule contains dextro amphet- 
&§ patient is listless ang letnargic: amine sulfate, 5 mg., 10 mg., or 15 mg. 


DEXEDRINE® Spansule® capsules « Tablets « Elixir SMITH 


i brand of dextro amphetamine KLINE & 


x 1 3 FRENCH 
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